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CHAPTER |

INTRODUCTION

1.1 Socio-economic Dem

males was estinf? " i f - craged 73 years. 93.6% of
Q0 :

'/1 Mus \ s WO ae Christians, 0.8% are
i@ t

by, 2006).

the total populatiopifare £ .' ists, 4
Hindi, and 0.05% belo to hé\ i
J \ :

Bangkok is the gépita ;?}‘j-iﬁﬁ‘%’. pted™h the central region. The city

serves as a major busmess ‘;f’} -,,—;;-—e-«-:—, alsecnter and provides superior health
. . d/" T ‘ .

care services-wjth we dical personnel. More than

half of BangKe @hielropolitan area and

many central T n € growi=Over the last several
= | —

years. Nearby eAH rn region provinCes also achieved strong omic growth through

their strategic proxw‘ye the nation’s capital as .as public and private investment in

ﬁﬁﬂ?ﬂﬁﬂ‘mmn‘ﬁ

stark contrast the northeas n region of Tha|land where the majority of |ocal

q RIRINTUNRIINYIRE

local farmlands. Agricultural production, especially rice, in the northeastern region is
significantly less than in other regions. Meanwhile the northern region of Thailand

demonstrated significant social and economic development due in part to the continual
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growth of Chiang Mai province, resulting in improved access to education and medical
care for northern residents. Health problems, including HIV/AIDS, continue to plague the
region, however, due to mountainous terrain which imposes physical barriers that

constrain community access to heal

The southern regi ' : ‘ "problems, which are reflected

by the health status , @bms is primarily poverty

Thailand’s ec ( SNifty X ‘ '_ ds greater industrialization

as is reflected by n on mcre ""’ 55 do \!‘ sticRoroglict (GDP). Tourism and
‘ j ‘u y AWNY

transportation are a | @het 'J*'“;* afo “\! 38gtors. The Thai economy

\

‘ ; ’ L= | !
expanded by 5.4 % frofif 200222004 ait ), SARSRand Avian Flu outbreaks in

neighboring countries

(Thai Health Policy, 2006). # 2 Ta 11 4 1

I r ] o )
and t f.’-_f’f‘-“ﬂ‘j.’ red the nation’s economic growth

iy

\ L

The Thal—government—is—commitied—to—economic—dauc ppment and  thus

was implemented fr‘]ﬂ1 -1966. The 10" Natl Economic and Social Development

P E Ve NINYINT -

nations (ASEAN) and a member of th@\/orld Health Organ tion.

ARIANLIU UNIINEIAY

Thailand’s 1997 constitution stated that citizens can enjoy equal rights in

w L
introduced a se, conomic and Social

O O
Development PIﬂ(NESDP). The 17 National Economic and ial Development Plan

receiving standard public health services, and the indigent shall have the right to receive
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free medical treatment from public health facilities. Before the introduction of the
Universal Coverage Scheme (UCS) in 2002, most patients were insured through the
Health Welfare Scheme, the Social Security Scheme, the Civil Servant Medical Benefit

Scheme, or various forms of pri

th; insurance. These insurance coverage
es, payment mechanisms, and

in quality of care. Before

(1987-1991) due to
qol‘\’ w ( 0 N, society, and politics.
Y '!"“., .n | Managerial Processes for

jzed ",.,i i  _'». e of health information,

health economics, /0 foll iR is period and therefore

coordinated closely” w O i ’\| onducting training in health

economics from 1987- ‘.‘ cafe financing from 1992-1997.

Moreover greater empha3|s .. 3 ;.-»"1
. he S

ap resources for health planning,

e aﬁ\evaluation in the

Seventh Nati ECOROMIG=anG Sia-Developmen g esources from the

ol

WHO  supporfegzthe provicCial health surveys,
e | 111

improvement of health information managements systems, and ‘@work infrastructure for

communicable d|se‘e trol purposes.

AULINANINGING...

the W}ﬂmtroduce Health Future Stu%es to the Thai I\/Ilnlstr of Public Health as a

q RINTUNNIING A

stabilizing, and restructuring the nation’s economy in response to the 1997 Asian

managemen
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financial crisis. Thailand’s health system development focused on health security and

universal health coverage for Thai citizens during this time.

nciple. The Tenth National Health
Development Plan (2007=204s1.)® '; I 3t sficet ims to improve health care for
ing service standards and

engaging in diseaW - J ompletely new national

health care system,.gge®0 sy#hathén obn @ipONigpel health (Thailand Health

sty ith 'acprodiuction rate reduction

L]

of 6.3 % from 196 vt‘l'\H .  ._- 2 age life expectancy for
Thai females and mal ! fssland /‘. S “Ilw,‘ e ively. Improvements in the
J W !1 \ L

nation’s public healtF im‘p ructure -:»” r pent h I\ e cOntributed to an increase in

life expectancy among Wai pEpled

A e e

Choracteris E— e ) e e e e e e =

-
Total population ( | ” i-l

- male ot T8 -
femnle i ! T2 et . drn i |

Dependeney ratio 02 B4 h 87,7 83,3 sS40

Table 1.1: C cteristi

FPopulation under & (%)

. = 3 |
I-'-q’-ul;lﬂ urban areas (%)

Population per km' 51 70 BT
ol M rth " 1
; | | E . 1
m B F s
ferfile th. 57 4.

Infant mvortalily rate Ba.3 503 48.0 35 = 7.5

{per 1,000 live births)

Source: Ministry of Public Health, 2004
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In the past 30 years, the health status of the Thai population has improved
remarkably with overall declines in infant and maternal mortality rates and an increase in
access to basic health care. The five major cause of death among Thai people of all

ages in 2004 are benign and malig

burden of disease in 1&
e ——

Table 1.2: Top 10 Disease=dt

circulatory system disorders,

Disease category

%
1 HIV/AIDS 2,947 112 1
2 Traffic accidents 280,673 6% 2
3 Stroke 7,158 6% 3
4 Liver cancer"' .v r 24338 oo (Dep AT N . %6,396 30 4
5  Diabetes r ' ’ ' 118,384 3% 5
6 Ischemic heart digffase ' "f R'-__r' riti ‘ A\ 117,994 3% 6
7 COPD (emphysema) 5 by, 3%Lq Trafl : B 114,963 3% 7
8 Homicide and viol : 112,990 3¢ 8
9 Suicides 109,602 39 9
10  Drug dependence/ 96,001 2% 10
harmful use
Source: Ministry of Public Health, 20@& =
L
The kuflan-Immunodeficiency Vin Argoghout the country in

an epidemic Jmakers began to

| —
nd decidﬂto utilize the National

-
ot

recognize that HIVJAIDS wa

Economic and Soci%Development processes to rectify basic disease burdens and to

UYINYNINYTINT

antiretroviral therapy was introduced in 1992. The benefits of antiretroviral therapy were
once reserved almost exclusively for industrialized nations although these nations

account for along 5% of the total global HIV/AIDS burden. Of the estimated 33 million
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people now living with HIV/AIDS, between 5-6 million are in advanced stages of the

disease and urgently require ARV drugs (UNAIDS, 2006).

Figure 1.1: Estimated Number of Children living with HIV/AIDS in 2007

Vk IDSYWNAIDS) 2007

The epidemic co ensedi-apparently gk risk groups such as male

P e

homosexuals, intravenous injectag=t : ahd female commercial sex workers,
extends to the general.p . ﬂ! in-a, dif omplex way. HIV/AIDS has a
serious econgr “ ffect, either directly or ir jfamilies, owing to
medical exp& ‘ i fJone earnings. The

- o
burden of each Iﬁ nily for and theﬁfs of forgone earning

(International Labor Q ganlzatlon 2005).

ﬂum ﬂ%lﬂ‘i‘ﬂﬂ'%ﬂ?

arran ents job limitations or unemployment, parental burden of care- glvmg and

hgalth care burdeps, gs wellas unity rejection
q persons who could potent|ally care for their children. Elderly members of the family also

suffer from these losses (Knodel et al. 2002). Reverse migration often occurs when

HIV/AIDS patients learn that they have been infected and return to their hometown. This



7

creates further burdens for their families. Nevertheless, social support mechanisms for
HIV patients remain strong in the northern and northeastern regions due to traditional

family structures that are conducive to strong family ties.

1.4 NAPHA Policy

The Ministry of commenGce
(AZT) on small sca 1995 Qd duaLITET + didanosine and AZT+
a——— -
zalcitabine) from eath for an average of
three years (Ru ¢ pspitals participated in
the program, due | THeuhitial budget of 35 million
Baht increased to 30@#Milligh & 1997 Vet e numbatof A enrolled remain low. An
economic revie WO e carrie Nl A Bank, World Health
Organization, and Th#ll Migh Aeluded that it demonstrated
high costs and loW bengfit tg Ite . nanusont et al. 1995). This
conclusion was basef on foor tre "U"V‘ at adhe d Ya@k of follow up counseling
. AT
(Prescott 1997). .

& HIVIAIDS sts US $1,347 annually (Im-em
and Puanga{j_;} 1999 gh thi ; Q not yet affected
] 8l ‘,er is still devoting
further public fLﬁ ‘ing to r HIV{FJ S patient care. The
Government Pharmaceutical Organization (GPO) produced cheaper generic fixed-dose
ost of only.1,200% ‘ er th, The dru S paved
Q tQfinfrod eWIyﬁQ\ﬂﬁTherapy

(MOPH, .2004). Influenced by the relative success of

rom AIDS activist gr”s,

hly Active Antiretroviral Therapy @AART) and lobbyi c :
RN FUHRTINE IR

Hi
Thais.
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From 2000-2001 the Access to Care-1 program was implemented in order to
provide HAART regimens for adults and children infected with HIV/AIDS. The program
was upgraded and renamed the Access to Care-2 in 2002 when greater emphasis was

t ring to a local production base. The shift

_manufacturing cost of the generic

re- : ‘ transformed into the National

Access to Antiretrovira o ) peow Iivin (NAPHA), under the aim

8 number was quickly

scaled up to a ta ( i A"2005 | cal -- at over 900

MNAPHA, since 2003

0 004; Thanprasertsuk 2004.

AUBINYNTNEINT

The government reiterated its gmmitment to univelSah access to HIV prev

RIANIRARIINDINE
q ational’'Health Security " Scheme, kno s the Universal Cover (ucy s 3

This Universal Coverage Scheme was introduced in 2002, under the Thaksin

S

administration, and aims to guarantee health care for all Thai citizens, regardless of
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income, health status, or prior health insurance policy. By the end of 2006, more than
100,000 PHA were estimated to have received antiretroviral therapy (Department of
Disease Control, Ministry of Public Health, Thailand, 2007). On October 1, 2006, HIV

S off|C|aIIy included in Universal Coverage

treatment as a vertical program (NAPH
benefit packages. This trangition i naI training for health workers,
ed management for patient

networks, as well as _the-im eTTTe =atio . nd between networks.

The UC benefi , > FIV/AIE Ve an ative care, ambulatory
care, in-patient ca J I SUOPN IGAINCSSAL eatment, as well as a
wild range of other higt C - | It is Important to ensure a
properly equippe ' with e w [Bcal capacity for training
and patient support,. " ‘ r eillal oversight i work, epidemiological and
operational researc limkages: llecn he 3 ih programs, national health

policies, and research. ¥

1.6 Nan Proyinge: B

Nan 3 euﬁﬁm=m-n.- , bordering the
provinces of P rl , T an province of Xaignabouli.
More than four—ms of the province is comprised of mouﬂvous terrain. A 2006
population survey c‘d ed by the Nan ProvmcUubllc Health Office reports that Nan

-AUHANLNINYINT

110, O()yhouseholds located througlvut the province. TEﬁ majority of Nan reS| ents

ARIRUIU A TINYINY

officials, as most hill tribe members can also speak Thai. Government officials also

provide mobile services for hill tribes living in isclated areas.
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The majority of Nan residents work in the agricultural sector, planting field crops
such as tobacco, corn, green beans, soy beans, and various types of fruits. The

province’s industrial sector revolve

b ri community textiles and silver. Nan has a
gross domestic product of 13 4N

(GPP) of 29,644 Baht (N - IJ opment Board, 2006), ranking
16 among 17 north Jelle) -, ing@s. The s several primary and

er capita Gross Provincial Product

‘ \
This study attem > tiretr al therapy provision in Nan
province was affected 0110 '.‘u' APHAY into the Universal Coverage

Scheme. Due to limited researck

I an province was chosen due to its

inclusion in Bln hich se ecjfof the integration of
NAPHA into fTek :

< (

gram’s integration into the UCS; therefore

is study hopes to

further this goa vearly participants in

O
NAPHA until the likely to illustrate the

changes in transmor‘ clearly than other pr ces. Nan province is also located in

AU ANENT NEINT

thus any changes during NAPHA's t‘nsmon will likely beg agmﬂed through the

AUIRN NINUMIINYINY

industrialized provinces. Future research on the HIV/AIDS epidemic in Thailand will be
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able to utilize the results of this study in the area of antiretroviral program management in

the northern region.

Figure 1.3: AIDS Epidemic in Thailand

areas of

A
-

- h—
1.7 Research Qlll}tions .j]

What are ke& NAPHA policy and treatment features which have experienced

ﬂ ummm WEATS.

an province?

q RIBLAIUURIINYIN Y

To identify changes which occurred during the transition from NAPHA to the

Universal Coverage Scheme at hospitals in Nan province, Thailand.



12
Specific Objectives
1. To describe policy and treatment elements present in both NAPHA and the
Universal Coverage Scheme.

2. To identify the gap in poli eatment arising during the transition from

perspective.

1.10 Hypotheses

X X g 7..}',"'-., : 'ﬁlp
General qualitative imy f,«g_,;»

laboratory t@

managementk :

to accommodamhe i

1.11 Benefits of Stﬁ

EINYNINYINT..

m:ks faced by the Universal C erage Scheme’s antiretroviral treatment program.

NI S IRINYY

he area of antiretroviral therapy,

@ent and service

; Jjers are well suited

|veﬁi Coverage Scheme.
i




CHAPTER I
LITERATURE REVIEW

0

The Thailand Control ';"(_-Wbinitiated in 1987, and has
achieved great st

X i A ——— . I — - .
rides; 0] ( as a learning source and
inspiration to a lar rowi oer n 2roun orld. The first HIV case

in Thailand was e ip#Sepleribdr 1954\ Bl saiges of development of

2.1 HIV/AIDS Epidemic in T

an epidemic with a dramatic impact

on Thai society, resultinggint-th National Economic and Social

Developmen [

was placed <b )

the adoption of zm ‘olistic,

‘Greater emphasis
eJts, which stressed

[ uly
- -

P .
er withjincreased community
L]

increased publlc participation in the decision

R ﬂﬁﬂmwﬁ%ﬂ BYRE

declined. But close monitoring at local levels revealed that contraction rates in high risk

rights, a decentralized government,

groups were still elevated, especially among intravenous drug users (42.2%) and female

sex workers (7.64%). The HIV/AIDS prevalence rate among female sex workers was
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correlated to an increased number of males who sought venereal disease check-up. The
decline in overall HIV/AIDS prevalence rate was due to the reduction of HIV/AIDS

transmission from donated blood. If we examine the prevalence of HIV/AIDS by region,

tral, South, Northeast regions, respectively
(Bureau of Epidemiology, M% /
From figure Z&ar a@grou ,-- proportion of HIV/AIDS

infection at 25.84% oL [Reasecond highest infection

the North ranked at the top, followed .

rate at 24.26%. The ma# ATE 'sSal Mefteurse at 83.87%, followed
by unknown causes atgf* intfale IS g L)) BLAsG7 %, vertical transmission
from mother to :

Epidemiology, MO

Figure 2.1: ik orted A : /| %0 oup in Thailand,

ol Siemology, MOPH, Thaile

mm;m IBnenswung

Mycobacter/um tu/oercu/os"pulmonary [79,347 ople 28.71%]

M1 ANIRANIINIAY

) Candidiasis (tracheal, bronchial) [14,177 people, 5.15%]

Sources: Burea

5) Recurrent bacterial pneumonia [ 10,054 people, 3.49%]
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Based on a 2001 projection by experts at the Thai Working Group, the cumulative

number of PHA in Thailand in 2004 was an estimated 1,092,327. This figure is comprised

of 50,620 children, 551,550 anticipated cumulative deaths, 540,822 patients that

econd wave occurred

Mibhand fourth wave of the

2.2 Policy Structure and 2;/

Total go '--' from 1.44 to 1.6

ae=tdget in 2005 was

allocated towardg_,- rea ement
' |
opportunistic infection drugs, viral testing, and social Welfamr People Living with

of antiretroviral and

HIV/AIDS (PHA). Pr‘em programs accounteu only 15% of the budget, covering

p“bﬂiﬁﬁﬁi LU2h i bo o

preven n activities. An additional 7(imllllon Baht was d| ibuted to non- govern

RIRINIU IMTINYINY

funding were consistently reduced in recent years. Complete funding does not always

reach NGOs, PHA support groups, and community based organizations. The slow
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disbursement and questionable management of funds from the national to provincial to

district level is a point of concern (WHO Review, 2005).

Twelve other ministries apart fr@ inistry of Public Health received funding

from the Prime Minister's offic ( ; eir work plan. In the last few years,

the amount of funds allo R MiNiSifys : ally at a constant level except

for the Ministry of Intes '@31 million Baht in 2002 to
67 million Baht iW rment omsamilies and communities. In

addition the Bureau-gf ane (BAT edand distributed 50 million
Baht to other ministrig#* relaht agtivitie Fund for AIDS, TB and

Malaria (GFAT WV/AIDS with US$192

million allocated o yPagperiod (: 0 ANORRreVeRikion and care activities.

From 2000 - 2003, tojfl exfe @;@ é{ S\l Ot8es88\from" 3.141 bilion Baht in
2000 to 4.479 billigh Baj infPoo3, with th uin 10, adaunting for 60% of total

!
\

expenditures and hou oI S at60 '1-----.,-" O8I hé ai'i, e proportion of household
o - g ‘ ‘7 ' 1

spending on HIV/AIS tr itmen Aas: s duet to aftifetroviral drugs, including 2nd

line regimens not yet overe "f"r" the < Un overage scheme. The two main

components of household Spel e antiretroviral drugs (45.6%) and

opportunistic-f:ﬁcti
was 3.855 b| nii Baht,-wiih-treatment-and-aniireiroviral o eCot ting for 79.86% of

L
spending, viral afth ope 0
' |
1.8%, and hum | resource and quality management acco

Thailand 2007).

@humnumwmm

alth care reform was Iongfcognlzed as essential to the transformatl

A RIANTITL. URIINYIAY

Thailand’s socio-political infrastructure for health care reform to occur. With policies

4)£X enditure for 2007

.69%, counseling for

g for 3.61% (CDCC

developed by the Thaksin administration in 2001, the promotion of Thai citizens' rights to
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basic health care access, and the 30 Baht scheme, Thailand underwent public sector
reform, decentralization of central authority, and restructuring of the Ministry of Public
Health in accordance with constitutional mandate. This resulted in important

consequences for the HIV/AIDS r

t the national, provincial and local levels

opp‘umty@revention, treatment, and

- accommodate these

(WHO, 2005).

Decentrahzatl@

support program

programs, provincial he Bicapacity to manage key
responsibilities includis Hiflg; iority s pent to HIV-related issues,
-. . petween HIV and other
€ necessary structure
and skills to cope wi : r @q S, “‘-. the required capacity or
v b fla \ uak plementation, lack of
funding, as well és li : ‘ \re: ,;'. g trei \“\‘ y ' ains to be seen whether

Jail 4 h

HIV/AIDS networks ‘at th regiopaldand -pr ol level§ will be able to sustain their

prevention and control pfograff »‘{{“‘

; o _.;-'-'l | -.; | r /
) / a f with managing a

pility of o uting antiretroviral

drugs and coordinati a
hospitals. This IirMnabled greater collaboration in HIV/AIDS reggar

clinical reseaf

arCh efforts at select

ch as well as access

to comprehensive c‘eﬂocal patients. The C|Iw research network was the basis of

AU INHNININT

donated blood supply, HIV vaccine ?velopment as Wel _as condom use camp

RN AMINEAY
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The effect of the CRN was evaluated with a report commissioned by the World
Health Organization and the Division of AIDS, Department of Communicable Diseases,

Ministry of Public Health in July 2000. The report concluded that during the three years of

CRN operations, program capabilities. 'r T / IDS prevention and care was limited, as

the roles of different organizations Tef 1 were not clearly defined, network

constituents were overlo

Following Thai : i « Belkring process in 1996, the
Ministry of Public _Heg o/ : fhailand’s main health care
provider to a policy mai , At ‘ al ~ sequently, the role of the
' W8 2 \eriical HIV/AIDS
program manager ey e \vith .o technical guidance. At
the same time, the n | g J | provincial and local level
government agencis in #\V/8IDS manages d8a \ elbeen adjusted to reflect

\
vl Fy \

their new responsibilifles. he' lationa rSSccllit "'n. dffice's (NHSO) policy of

-,

: . ._u' ' : ! :
universal access to healtlif care JB&HiEwWiE gessitatedl restructuring and functional

reorientation of the natién’s hHealth#cars sys au of Health Policy and Planning,
2006). P =
2 4 Social EXtlisien-anc=Human-Richic—— : ‘)

red in a locality. Some

Hospital reynos Qi '
' |
areas include Iamﬂnumbers of unregistered resident foreign

Foreign residents ar‘o& reluctant to register WIy and migrant workers may not be

:z:ﬁumﬁﬂmmmm::::::

serwce , including condoms, as Wellf cultural and Iang e barriers. As a resul

RIANNI NUNTINLIAY

position to assist these vulnerable groups, but require technical support from

and migrant workers.

government agencies. Most intervention with migrants are conducted by NGOs in
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partnership with the Thai Ministry of Public Health, with funding provide by the Global
Fund and other international organizations. Existing HIV prevention and treatment efforts

are largely focused on seafarers in the southern and eastern regions of Thailand (WHO,

Thailand’s 1997 o ‘_f 2002 }( Act, and 1997 Information Act
embody provisions fo ' fon omuma@mty, particularly against

2005).

private sectors. j Ingil's Regulation o "R Si edical Ethics (1983)
contains clauses

individuals and" care gbrovifie ompleménied by ‘Sheciils, Guidelines on AIDS for

| '- v .
A study (Sri gerngfiang et Jal: /Pers Comma

Medical Doctors ( 2). '

nication, 2005) reviewed the
situation of HIV-AIDS *t"{fﬁ'ﬂﬁ_‘ gkok,*and concluded that human
rights violations continued 9, 2;/ T : etting manifest in practice such as
refusal to provige ‘ o ) pﬁ ts on grounds of
VDS sllis, as well-as viral-testing wilnout the-patient's- wilclge, and breach of
confidentiality, — = .

Jl {

2.5 The Public ancfr Sectors, and Non- rnmental Organizations

AUBINENINE NG

control program for HIV/AIDS asfar‘[ of its NatlonaIEIth Development Pla T e

AURIANIANT NEIY

involves the effort of all sectors (Universal Health Care Coverage Policy, 2006). The plan

aims to built on three capital groups: economic capital (physical capital, financial capital,
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and intangible capital), social capital (education, health, and human security), and

natural resources and environment capital (based on biodiversity management).

tor has recently become

e International Labor

the Ministry of Educatin, " ligtrydef O T ‘l-.‘ ir St ~ Social Development and

Human Security d i .\m ' Llesponse. However, all
) Y i | ' ¥ \ ‘I'n

became involved whe / funds-wel OCate "'\“o ihe Prime Minister’s Office.

1 Fl h
Ministries have bee Iess an fq -::rnr:{ iding \"-. ding from their own budgets

and have not develope speéil ifi o strategi s / plans tailored towards addressing

the HIV/AIDS issue, although ﬂ‘? ade minor progress. An example is

the Ministry o@bo ’ ation of \Y ")'ts workplace.

~

The HIV-egige A and their families,

tod]
. ] = |
especially thos ho are marginalized, have created an Wdprecedented level of

awareness and att‘c non-governmental owlzatlons and civil society to join

YUY ﬂﬂﬁ’iﬁmmxﬁz

significantly correlated with the year@92 when the Tha| vernment |mplement

ARARINIW ARTINYIAY
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Initially most NGOs focused on the dissemination of HIV/AIDS education, public
relations, and the promotion of public understanding regarding the disease. As a result

of the National AIDS Plan implementation in 1992, more NGOs have shifted their

their families improve their soajos8Ck ic St fOs also provide temporary shelter,

ional start-up, assistance with

employment activitie a0 _u- fO'hﬂdw (Rujjanavet et al.1995).

The Thai , I Livj gaviih | 8. one of the strongest

organizations an rnme

i r"f RN |
universal treatment . *—v--: living VIAIDS since 1997. Many

international agencies h > alsQACA0p Lﬁ-??’- : lahd in the HIV/AIDS response.
These include organlza ons :’f-'f"-'- Unit , the'Global Fund for AIDS, TB and

Malaria (GFATM), biIath— , - institutes and international non-

government }ga' GO). The aciafsupport from these

agencies hasg Qa2 8Q€Es in administrative

1)

requirements, suGlh 2¢ ffenges. The reporting
' |
requirements of TM, in particular, were said to be a heavy byrgen.

26ﬂmmﬂmmmn P

service staffed by trained counsek? and supported b extensive referral net

q RIRINIHUATINY AL

hospitals, health centers at partner non-governmental and community-based

Organizations. Voluntary counseling and testing (VCT) accounted for 2% of (otal
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HIV/AIDS expenditure in the Ministry of Public Health’s 2003 budget. The first VCT
service was established in 1991 in Chiang Mai province with the support of the Thai-

Australian Northern AIDS Prevention and Care Program. Shortly after, anonymous clinics

The Minist > ‘ €S iat” IS sublic hospital establish
voluntary counseling.a# ' VAL . MihisMYsalse,requested the formation
patients. Most .- out-patient clinics,
antenatal clinics, 15€ine alt l_h i - some clinics

¥ i ‘l‘ L !,"
remain isolate e - pL €5 \Riesting is provided as a routine

part of antenatal cgfe, a |‘ ) near' TE n antenatal care to learn
e v A\

of their HIV status be €9 "i-- De ?' ey of i nicable Diseases, MOPH,

2005). Many NGOs alsg prov ACounse lp variglle forms, such as telephone

{ 7 r, F
counseling by the Hotline Ce ,‘.’:’3‘*’:". dation AIDS access project, clinic-based

anonymous voluntary Couns g «».- ), counseling skills training, and

mobile coun mg e | e@

years with prege ly-lower levels of transmission affect 1diverse population

o h %
groups, thereforgZigw's ssjw treatment.
. |'

nificantly in recent

I

Human reso‘c ortages is the main cle in VCT, with responsible health

FAUBMNENINGYNS. -

personnel is required in order to |mpv/e care quality (Su rajarn T. 2005). The r

q RISINIUURIINYIAY

practitioners count VCT as a diagnostic test rather than an opportunity to promote

L

HIV/AIDS prevention. NAPHA does not cover VCT, while VCT costs are covered under
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the 30 Baht Universal Coverage scheme if the service is prescribed by a physician.
Costs coverage is not provided for patients who refer themselves for care. Anonymity for
HIV/AIDS patients is usually not guaranteed as counseling services can be delivered

individually or in groups.

2.7 Biological Indicatio ') ' ntiretroviral Therapy

Human Im@- 9 —— ily Retroviridae which can
lead to the Acquired Im Ogle ency Sy condition. HIV/AIDS is
currently a glo r Stime . \\ a adults and children
currently infected grogressive destruction
O be the characteristics of
e is deemed to have
entered the AIDS afige 1 it ) ess A Ao deciine in their lfe
expectancy. Fac ‘ :' 5 ; il ,. AIDS include the disease’s

virulence, the patienjlé geffeti AUt gen lth, 'afRd access to antiretroviral

therapy. Progression of f J56-can bet hbut halted at present.

The right combin

immune sys by the virus in addition to del

virus’s life cyclel mbina

apn_limit damage caused to the
) @ by impeding the

iﬁkrent stages of the

-
-

re knox’@as Highly Active Anti-

Retroviral Therapy (HAART). Without ART, people living with HIV cannot conduct a

CIL1 o 1 L VL Fa by i

Pollcy%tlons for Thailand 2006) An estlmated 12,000 people become infected with HIV

every day. Half of these are young d 8. whose ooteni@@Broductivity is high (SHkdth
q WA UHRIINEAR Y

® Sexual intercourse (heterosexuals and homosexuals)

® |ntravenous drug use

® Blood transfusion

® Mother to child transmission during pregnancy, labor, delivery or breastfeeding
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The most indicative biological marker of HIV disease progression is a decline in
the number of CD4 cells (also known as T4-helper cells) in the host’s blood. When HIV

enters the body, it binds itself to CD4 cells, combines with the DNA in the cell nucleus,

initial stage of infection, the level of
% s. Over time HIV progressively

0 UNELC @ﬁsuting in the inability of the
host body to protecm{_—‘l ful ane o acterial agents, and cancerous
tumors. The patlerM‘ 1$CE "‘. Tale ,n IC Infections and cancers.

In general, a C

and eventually destroys these
circulating virus (viral load)w y

destroys the immune

development of sei

o) ( it ailure regimen
g IV st N * , vira ’\ ady@lood chemistry, etc.
Voluntary Cotinselifig andjiie 2ling URI&pedr counseling, etc.
Improvement of .-s;- con uing education, work skills
training, etc. ¥ ’ at{w; '
Quality service manager ie]

® 6 0O
I
Q
O =
o
=
Q
—-
o
=
<
—

Diagnosis ckﬁa eristic ¢

® Patients ¢ erg AF
L Assessm ' of opportuni ym
antiretroviral medication

L4 Assessment‘%?ntfed signs or sym , as weII as treatment side effects

DR ek ik

most cases opportunistic infection occur 6 months after antiretroviral therapy

signs or s oms after receiving

|n|t|at|on If the patient never rec‘ed prior medicajigy, to prevent opport

RIAINT MANIINBARY
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Figure 2.2: Decline in CD4 Count by Year of Follow-up Visits
at Siriraj University Hospital, Thailand, 2004

450 —
400
350
300
250
200
150
100
50
0

04 count {cells/ul)

Source: Ratanasuwan
Note: n=117; mea

Table 2.1: Characterigtics
of HIV Patients at @Rulalg

sk (confidence
[ b < padjusted/adjus ted
Characteristic gl atiarn & f T [rifia 4 count

All

cO4 count (cells/mmim?é)
< 200

200—499

500+

Risk group
Heterosexual
Homosexual

Injecting drug users 57
Other 19
Sex

Male

Female

Age at entry
< 20

20—29

30—39

40—49
Antiretrovirals
{usually zidovudine),
MNo 452 456 9.2 1.0

277 IB”. 1.7{1.2-2.5)/0.9(0.7-1.7}

fB
Fource: Adgpted from Wannrmnnd others 1998.
. . J

.0

T.1{0.7-19)/2.4(1.4-4.0)
1.1(0.5-2.4)/1.8 (0.9-3.9)
0.6 (0.1-2.5)/1.8 (0.4-75)

J- i { 8 ¥ 4
l]é}ﬂ]. (0.2-1.0)

1(0.7-1.8)
/1.3 (0.7-2.3)

| Y | LY B - U ) L] ! . ] | | L]
_ “ relevant marker for HIV disease progression is the rate of CD4 cell destruction.

A recent retrospective cohort study #ich was conductelit Siriraj University Holliffal
ﬂgesl @ ; eﬂ n ED@WS | Mfect P ie oﬂaila d 0

q hose among patients’in industrialized countries, with CD4 dropping by 90 to 70 cells'p ;
(

year (Ratanasuwan, 2004).
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2.8 Access to Care Program

The Ministry of Public Health established the Access to Care program, the
precursor to NAPHA, in 2000. The goals of antiretroviral therapy, according to the Nan

Provincial Hospital handbook, are a.cliliic

egponse to prevent opportunistic infections
and to improve quality of life, @ i“ alffesponse to increase the patient’'s CD4

cell count, and a virologiealscSE: ‘ | ral load. Antiretroviral therapy

eter.
infection or cancer

Category Recommendation

AIDS Defining Start ART
lliness (C1-C3)
Symptomatic bmmended Start ART
Asymptomatic =y reco imended Start ART
Asymptomati- Jed lose observation
Source: Thai G cline 200 : j

R, L,

e | —

Ay
The ACC&M to Care (ATC) program initially offered 8 H@Iy Active Antiretroviral
Therapy (HAART) re‘ for adults and 12 H ' regimens for children. About 78 %

m;ﬁw INHNINANS o

two N Is plus a protease |nh|b|to‘Ant|retrOV|raI ther under this progra

qRIARNT IRANIINYIAY

nucleoside drugs to make up a triple anti-retroviral drug combination.
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In parallel to the development of the ATC program, the government decided to
strengthen national capacity to manufacture a variety of off-patent ARV drugs. Generic

production of ARV drugs by the GPO (Government Pharmaceutical Organization)

significantly reduced their price (Tablé Most important, GPO produced a single-

GPO-y i .
GR@™r S

"‘ F i s .-'
Source: Phg ha," andjot J.‘t‘.ﬁ rf 3
Note: NRTEE nucls 5L y
reversaifiscriplfe inhibitor Jp ¥hdtentd
a. Thes€ are thejgiinimum pr g5 fal«
prices paid ma r\,,rs|gn

The i seﬁcal hospitals in six
northern regios ovinces from Eebruan/ to HIV patients from
54 district an - _ c.i Fhie mean CD4 count
at commencemeH{ f the patients’ antiretroviral therapy was 84 @ per cubic millimeter.

After 24 weeks, 68f/o f patients remained mﬁatment Others ceased therapy for

:z:ﬂzﬁmn UNINEINT..

patlen r 4.5% did not follow up on.ﬂwerapy, and 24 pahents or 3.1% ceased thera y

QW“IEYTTT'SWNWYMHWQEI

A second evaluation of the Access to Care program, this time throughout the

entire northern region of Thailand revealed that dropout rates was at 45% (Community
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Medicine Department, Chiang Mai University 2002). Both evaluations concluded that
significant changes were necessary to ensure greater adherence to treatment regimes.

Researchers found that capacity building for antiretroviral therapy management among

health care providers, especially  fork ' th care personnel such as nurses and
pharmacists was necessary. “ gt f HIV/AIDS counselors and greater
involvement of patients’ )8rs an %)ﬂities were also recognized to

antiretroviral drugs tgffi nuffogf d "l“"", ' A8, ARV budget accounted

ds®were spent on training,

: Jbd
for 40-60% of the#Drogr@m’ n;bm".:f;-. emain 0 fu

ol \

et al. 2005). NAPHA is

made up of five sub—pr Ams 00¢
J g : ;
" -
Access to Care (AT Ults, ew and prior cases
Pediatric Access t0,€z C) 1
Prevention of Moth
m

1)
2)
3)
4)
5)

Budget (Million Baht)

T

111 oRlT 48

evaluation, and
public relations
i

Source: Panumas Yanwessakul et al. 2005
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Antiretroviral drugs were distributed to PHAs at over 900 public and private
health care providers throughout the nation. From 2004, ARV drugs provided by
NAPHA/Global Fund are channeled through a network of 34 regional hospitals, 80

general hospitals, and 895 communityl

? |t s (Table 2.4). The Thai government and

the Global Fund are the majorga . vfntwetrowral therapy facilities under

/ tional guidelines.

a
. ﬁ
A -
community hospg ‘ 21 » 3
general hospital 1 W . '
regional hespital 10 ; \ -
special hospitals | &' 0
umiversity hospi I F 9\ :
EMA hospitals F 0 i ;
Total p
, - oA
Source: Niyada Kiatying-@ifgsule
Y J }
Table 2.6: Thai National ARV Gl i 04
| L)
st . . -
1" Line Regimemre '
2" Line Regimerﬁi 1, ic ﬁ;ﬂ
1]
2 5 44T + 37C + EFV Allergic VP + d4T

‘“+ 3TC + EFV Qs AIIerglo to NVP + d4T
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Table 2.7: ARV provided under NAPHA at Participating Hospitals in 2004

Type of ARV and diagnostics provided Manufacturer
ATC first line : 4T=3TC-NVP (GPO vig) GPO
ATC second line: d4T+3TC-EEM ! . i 3 7 GPO
ATC third line: d4T=3]¥ BVRE Ve 3 B : GFO
PATC first line : i GPO

GFO

The Thai governmie ' 3CESS " Cae program in 2003 and
renamed it the National Acces .", ;“i Fetrovi bm fOF People Living with HIV/AIDS

(NAPHA). NAPHA formed |t§ Efij j,y'.rm f: ih a $6 million antiretroviral therapy
3—??6) to provide triple-

dru g antiretrovirdltherapy-as-siancarc=care-lor-PHAS—hea e =3 g radual |y scaled

budget for 3,

up to 10,0007 pafie of =89~ million. ARV drug
Ay
procurement form e program is financed in part by the Glopal Fund to Fight AIDS,

Tuberculosis, and Us\l (GFATM), through hal Social Security Scheme, and

EZT;EmEJ mﬂm wmm:::ﬁ

GFAT main objectives is to streng‘en public health serwce infrastructure in or

ARIRNTTIAN INYINY

Health 2005). A sample of treatment sites under NAPHA can be seen in Table 2.8.
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Table 2.8: NAPHA Network in 2004

BEDWCC | Provinee Number hospitals Mumber patients
Centre OH | Expect | Result
1 BEK 4.020 1.774
2 531.3|:-11r1 2,337 1316
3 5,304 2829
4 4 679 2678
5 1 2,110
B L6 3.160
7 a ] 1 2527
3 [ b p 1.150
5 1 " 1754
10 n ; ' - 7 7 7232
11 m ' MRS " _ 2,063
- 1 I A
12 |5 a , 15 1,564
BEE 0 3 : ’ 3.060
PHPTS 0 3 736
Note: RDCE- Diza ]
BEE o &hsr rared 1 auth Bd universities
EH =Fagz i@ | . ¢ ity hospital
W sodfce: NiyadeKiatyi sulec ‘el 2006
A
Table 2:97] in Thailand

Type of cages 2003 2004

People livi

with HIV/ATBE =, 335 603,942 572,484

People living T, -

with AIDS m 59,752 65, 67,067 .ﬂ%z 62871 61,394

People using

ART from ‘ .

publlc care h 1,005¢ 10953 2,095 B3rlI= 27,158 52,5930
edAIDS

qwﬁfﬁ:m:aiﬁfﬂ ﬁa:m % iﬂﬂ
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Table 2.10 shows the number of people receiving public antiretroviral therapy by
region as of March 2004. Samples were calculated as a function of the estimated
number of symptomatic HIV and AIDS cases in corresponding regions (with data

obtained through local hospitals).

highest ratios of patients on ARk

; /Wrn and northeastern regions have the
Table 2.10: Num&recei‘g A@y region, March 2004

b
a—— :

T "( ~ =
Region Itigglt * Target in 2004
Bangkok 5,830
Central 16,240
Morth 11,648
Mortheast 8,673
South 6,109
Other (PHPT} 1,500
Total 50,000
Sowrce:MOPH 2004. f \
Note: PHPT = Progrg for, 100, 8 aatinc 1P| ~ kWig|s on the prevention of
mother to child tralemiss p 5 y
a. Accumulatedg®om AT)

¢

to

| dergo ART from a baseline of

3,000 in 2003 to 69,337 in i,"":;:; | e¥and NAPHA aimed to accelerate the
expansion of treatment.sef ffh"ﬂ- -elig BS_patients by establishing set

benchmarks@ iretroviral therapy expan: doé-the Thai government

was in the prk ; h EJS programs (Table
— —

2.11) into the Uni” rsal Co as Com: g¢ted in 2006. The rapid

scale-up of antiretro&'ral therapy provision for patients from different programs will add

SUDS]aQlia P res ke o | rQVi al ive I‘ r Scheme
cov pri tig;d rat Qut ofl anjifetr ‘ ﬂr s@ciaidd testing

and m\itoring. During the sarhe period NAPHA still maintained coverage to

tiretroviral therapy for PHAs Wh _mgeli‘ ibility criteria . rrived for freatment aMir

NAPHA will cover all other monitoring and testing. Some hospkitals will ask for co-
payment for ARV drugs from patients who are assessed to have the means to pay (PPI

Report Thailand, 2006).
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Table 2.11: ARV Provision in Thailand

ARV Programme Number of patients As of
NAPHA and Global Fund | 52.593 Feb 2003
Social Secunty Office 8,000 WA | d ., (apx)
HIV-NAT 850, Jan 20035

as of 2003

117

MSE \WEFeFEF
MSE-FDA e

TRC-1 MTCT Plus ~s 1598 [ e arch 2005
| TRC-2 PMTCT - el ITER ety c1 1003
Others/ chinical malieer'T
private clinic '
Mota: * now partly inchides

ide, capacity building for

g 1 : | A lvv I"i.' -
Key develgPmeni€ taKing place jgler ‘n 5 A CI

physicians and medighl pgfsq r%\l‘ )

A

?1 r -M\" o' 30d im [

orate / v provements in drug
o o, A\

procurement. NARFA g gr CO _‘"’ hing@s ‘ nomthly reports to relevant

..w' ('L J \
agencies, the establigl _gi’ itesWat§iBalth care providers, and
l;r "
regulation of ant|retrOV|r drug._ ,-Lﬁx‘f@.. The TRai Ministry of Public Health's
Aol ol .
findings on NAPHA mdl ates'that the progral effective, yielding large benefits in

terms of life-years saved. I_' al ost ART patients are in the low-

income brac@i G equftable access. Public

antiretroviral theri\rr

The Thai gm‘rrﬂmt s expenditure for Al@g#brevention increased to 2.188 billion

AU INENINEINT

et al. 2004). The percentage of oppoﬁmshc infection drugs xpendlture decrease

q RININIUINIINYIRY
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Figure 2.3: Trend of AIDS Program Government Budget Fiscal Years 1988-2005

Trend of AIDS program government
budget 1988-2005

1
!

To developgel nalions l._h‘:;f,"- E ""-\ entiop and treatment, many
ol ¢

. i W | ; . . n . .
related agencies must fifst d€velep abelr inoWwnNibldgets which are consistent
{ r | . 1 1 \

with their policies. ‘_,v-, budge ;, alsigohihroug \ foMnal approval process and

must be remain within oog?ﬁqﬁﬁfﬂ-{;_ I 2108 of Commitment on HIV/AIDS,
UNGASS, 2004). Key factors F fect-bu 2o0roval quantity include the overall

policy of the _curren growth,.the severity of the
HIVIAIDS epidamio; past resulis-of prevention-and-treatment piodfams, statistical or
technical inforaAio eNeabacity of agencies

=t
requesting the bLlHJI et.

ANgIngnIwgIns

goverr%nt developed an approachy allocate budget to projects which spanned the

QRIAIATMIRIINGIEY

Assurance Budget to pay for medical supplies used in the treatment of opportunistic
infections, and the procurement of powder milk and AZT medicine to prevent mother-to-

child transmission of HIV/AIDS. Table 2.12 indicates that 480 million Baht from the 2002
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budget was transferred to the National Universal Health Assurance Program, resulting in
the reduction of the 2003 budget to 1.188 billion Baht. The budget for 2004 rebounded to

1.629 billion Baht due to NAPHA'’s antiretroviral drug provision to 50,000 target PHAs,

worth over 822 million Baht. \"

//

\//AIDS the National Plan for

allocated accon f ' | fres ~ac agency (UNGASS,
2004). = ™

Table 2. 12' Summ gational ANV/AI '*-.\ alleviation plan’s budget

A Bud in million Baht)
Type of Activitie 00: o 2004 %o

1. Prevention of HIV/AIDS Transmissio |28 - 1816789 1528 [ 244101 1498

2. Alleviation/Treatment for people livie ﬁ 80.13998 6565 | 1221.066283 | 7492

with HIV/AIDS ok
| il i =
13. Managemen of 3/ A . Eﬁ 91.91309 5.64
W4 Intellectual D o . 1 b. 7269 446
HIV/AIDS Resei /% 4t ja
Total Budget iy ; "’.0-3 1,629.7664 100.00

.II
Source: UNGASS, M4 "lul

‘o .
7‘ S ifdi ) a i ictive and

program indicated that by 2015, NAWA would have aIIo d 220,000 PHAs to I|

q RYSIATUUNIINGISY

treatment under NAPHA approaching $450 million in 2020. At a convention discount rate

of 3%, the cost per life year saved for the NAPHA policy is $2,144, only slightly greater
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than Thailand’s 2002 gross national income per capita of $2,000 (Joint Study Thai
Ministry of Public Health and the World Bank, 2004).

Figure 2.4: Benefit iLife ears Saved) and Costs of NAPHA
relative to baseline & are in millions of US dollars)

in million
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and cost effective, albeit

ars, saved (See Figure 2.5).
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yielding significantly
Financing the pro' am ihroug g;,':‘ ill he w\ asstire equitable access to

antiretroviral therapy foffpoog _,‘.—ﬁ-{;f-.. e e @st of first line regimens, and

significantly reducing the co cond i gimens. Public financing will allow for

more preventie:&acti [ Sur, especi: elingand testing, resulting

in limited deYelopi UG IEsIStanceamon Topatents Lot Sty Thai MOPH and

Vi

the World Bank:

)

Figuref.S': Program with first line Wis more cost-effective
‘ » NN ¥ V si 3 ikt L § " L] oW~

clis 'A ecl % -| f .
" $2,500 — = ’ =i
$2,000

QRN

Joint Study Thai Ministry of Public Health and the World Bank, 2004

| mNaPHA_1only W NAPHA_1+2iine |
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2.10 Private Access to Antiretroviral Therapy

Data on private access to ART in Thailand is relatively scarce, with no direct data

from private health care providers available. However, the Government Pharmaceutical

18% of PHAS recoi®® pri ng astpr jer ere generally immuno-

suppressed (66% wilf D; I iligmeter), while 68% were

protease inhibitor-bged g and ¢ % @ o.""-,a were not taking any

antiretroviral drug N d-rec mel afigrophylaxis for opportunistic

Table 2.13 Da vate-Ac R Thailand 2004

Secfor = 7 C g iy ' projected)  Total (profected)

Total val . ¥ | 1,257,965
Source: Data ffom Thailand’s Government Pharmaceutical Office provided by the to the authors

in 2004.

2119134184@%&!3!1?%9%5

AII selection, procurement, ar‘dlstrlbutlon of ARV ere formerly carrled

RIRNNIUAA MNHIRY

established to produce treatment guidelines and select ARV drugs to be used under the

Universal Coverage Scheme. On December 31", 2004, there were 13 ARV drug types
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registered in Thailand. The costs of ARV and test kits produced by the Government

Pharmaceutical Organization are indicated in Table 2.14.

Table 2.14: NAPHA Antiréirc ri al drug list for 2004 fiscal year

\
Generic name \\“"’ i’ ion | Package Price
s, W, N, ) (Baht)
1. Zidovudine 100 mg,Caps b J AFT 1% me _JBotile (100 Cap) | 600.00
2. Zidovudine 300 % Baitle (100 Cap) | 1,700.00
3 AFT sy

3. Zidovudine syr = Bottle (60 ml) 50.00

— - _
4. Zidovudine 300 mz + Lamugdine 150 mo = APFI00 me Boitle (60 Tab 1,300
300 g 350 ms e Sigg B )
3. Didanosme buffered B “”"'-.‘ Box (30 sachet) 600
mz

e fﬂﬂw\“\

Nennpme l\\\\‘ 2 sttle (60 Tab 1,200
Sta\'ud ne I L
8. Newsfipine 200 g E{GC- h 1,320
Stavudine 40 N
9. Lamivudi iﬁ_ ) 600
10.Lamivyg e Y1 e I“* 60
| FJE o \*Nh |
11.Neviapine 28 mz Tgblct J l".ﬂ.'s!’.a | NRY 2000 W), Boflelg0 Tab) 900
12 Nevirapingfowdegor Oy ‘ NPV st on 00, m 1) 36
ﬁﬁi oo T S
13 Stavudine 15 mg vy "111”3;\ L ["Bofile (60 Bep) 150
14 Stavudine 20 g Capst ,I-,.‘M i L uz | 0/ Botile 50 Cap) 130
15 Stavudine 3000 Caplliile % saem 4 ol | 04T 30 me | Bk Botel:0 Can) 210
16.5tavudine #7 me Capgule ’ 4—0 mg W WBoitl ™60 Cap) 270
17. Stavudine Pcw hysoensiod | Betile (60 ml) 25
18. Stavudine Powder for Ofall ShSfene i Bttle (60 ml) 38
19. Efavirenz 50 mg Capsule g - - . Bottle (30 Cap) 187
20. Efavirenz 200 mz Capsiiles 4 ' /d Bottle (90 Cap) 2.140

avitenz 500 Bladmi o, -2 e 30 Tab()
60 Cdp)

. a._h-‘_ .}‘f' il

cpr’ga‘ i 139{1}3

i } ||'
EDL=1H3'Esaentiﬂ]D1ugList__ EDr = MoneReseTar Diug List 1I |

Source: Niyada Kiaty/ng-Angsu/ee et al.

e have een recognized to be competent. owever Thailand’'s GPO

quali qsuranc

products are not included in the Woﬁ Health Orgamzahs pre- qual|f|cat|on |ISWd

(=]
—

&
Cl
;
;
r

(o) [S=RIY ) )

=2 PEREeY

6

assessment by the WHO. Thus far only American and British pharmaceutical plants in

Thailand have been approved by the WHO. The phasing out of patented ARV drugs and
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lack of proper credentials in local ARV production are problematic issues that the Thai

government must overcome (PPI Report Thailand, 2006).

The se igtridution route is \dlify . e Vendor Managed
Inventory (VMI) pu ing@ < [ 2 h'h ' _agency-the Ministry of
Public Health under ‘ ‘ u ) ‘ -‘M\ poffice under the Universal
Coverage Schem ' ,‘ . si(hospite ' adiust the amount of ARV
drugs they require via i torogrs '- Ska i aced the GPO sends ARV

drugs directly to eaCh h Dital. which

i .,f;.,m;n,
arel Jpurecnaseac

e not produced by the GPO,

such as imported druds, from%the Department of Disease

Control, Ministry of Public H __ff;?’ J" o-w i Regional Disease Control Centers

“ "/

for later dellv@o o
the DMIS D|seaseﬁ ement Information S t : an online system for managing

ﬂummmmmm::;;

complementary drugs distributed th'Jgh several burea ratic layers, entalllng

ARIAANTTIN UNTINGIAY

VMI system, ensuring the confidentiality of HIV/AIDS patient records.

NAPHA, t,Coverage Scheme all

asing system. The system provides an elecl{fohic online database for

utilize the VMI p
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2.12 NAPHA'’s Integration into the Universal Coverage Scheme

The Universal Coverage Scheme or 30 Baht Scheme replaced all previous health

care schemes targeting the poor and uninsured. In 2006, HIV/AIDS activities under

erage Insurance Package, effectively

provides voluntarW B AIDS patients at no extra
e ; . o
cost, with tests includin ira v , S of viral resistance. The

NAPHA were integrated into they Uk

scheme also covens JEERLOS SBCQ nal lir ieligible PHAs (Joanna

Swabe, PPl Repo

Prior to all ) care from any local
hospital, but under ; ove ne “- only use services at
health care provi ‘ers i ei 7.'-"-" < strici _ eauof Policy and Strategy,
Ministry of Public Hv , 2000). 'j are ’i 'Cessi T ged to a more networked
system under the UC ‘. _ g CO ‘ uct electronic registration to
obtain their National AIDS Prog AM-AUMbe number, a special number based on
citizen IDs assigned to PH ‘ ecorded in the VMI system with
continual up as following each hospital vis Yadement for patients is
also COﬂdUC&jg‘ ¢ ‘Jere flexible under
NAPHA, but unq!ﬁ' the ne ines ane [established within the

L

VMI network. Physicians and pharmacists log onto to the network and coordinate the

AuEIRENINE N

Thailand’s health care system(—zﬂects the entreir ial market drlven natyo

q ARSI AR

and financing. Overall resources devoted to health care have increased in the last few

years. Total health expenditure has increased gradually, though at a faster rate than that

of the nation’s gross domestic product. In 2003, total health expenditure was 3.3% of the
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GDP, 61.6% of which is financed by the public sector and 38.4% by the private sector
(Thailand Health Policy, 2006).

Table 2.15: Sourcg

GOVERN 61.8

- Goveriy

IIf ealth Expenditure (%)

db.4

['R[\;,;[I
¥ ._,
bl

i mwns; u\ A\

\
r%m Zye D A NN
Thailand’s h ing ‘GOMsIS ‘é.\ of fiV& major sources: the Social
| 1
Security Scheme (S S) h pre Fitly Cove ff"w.‘,' out 7. 'iIIion card holders eligible for
health care benefits, the’non- -’-‘" .f ) iV Medical Benefit Scheme (CSMBS)

which covers 7 million eI|g| 8.million civil servants and 4 million

dependents: "SEU e ' m@e Scheme (UCS)
;% St & _

) ' — - )
which covers £ &8 tj,ance which covers
1

I
5 million peopl

@l
remote areas).

d e oﬂ(such as people in
Ay
ersal Coverage beneficiaries are classifielnto two groups: 24.3

million people who | ‘eﬁmpted from the sch” 30 Baht co-payment during each

SAUYINUNTHANG

Coverage Scheme also provides se(‘nd -tier coverage f eople already cover

ARTAININ UNIINYA Y
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Figure 2.6: Estimated Structure of Health Care Coverage

Estimated structure of health care coverage - Thaliand 2003
Uninsursd

Source: L0 and :'

The Universal Ge Stage Sc heme, pi are access to about 70% of
the Thai pop ,-i;" health-and- welfare survey ) QNational Statistics
u&s’outpatient services

i’
cheme, w, "I 81% used inpatient

Office (NSO)

st
at health care Fifg/iders tha

services. The take? rate was found to be si f|cantly higher among low income

AU INONINGING.

of the mnber of registered patients per health care provider network can result in Iarge

AIAATINIRIT NN Y

and poorer provinces may receive increased budgets if the local population size is

sizeable. It is expected that these allocation inconsistencies will gradually disappear

over time as the capacity of the Universal Coverage health infrastructure adapts, though
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tremendous short-term budgetary constraints may arise in individual health facilities. To
address this issue, the National Health Security Office (NHSO) and MOPH have decided
to establish strict budgetary allocation based on capitation payment per patient for an

initial period of three years (2002- e cost of health care personnel has been

W

temporarily excluded from th\\ y/order to avoid creating immediate

budget deficits at major
The Univer. STk Buconercte legal entittement to

health care for all.pg ! 2l wof allgfinancial barriers. The co-

\ tion ent system for public
"EJYULRA W N
health sector reso Al B cl"\‘u"-_. \8areNpPieviders receive a fixed

\
%

; 'S80k is modeled on the United

Kingdom’s Nation SErvi «and.c " ARcesglements of legal health

enits (through distribution of
i \

funds accrued from‘genegdl govarnmient ey (Inte "'.|_ tional Labor Organization and
International Health Polidy ProgftameFhailant

]
#»

2.13 Financ@he overage )
The dge efurity Office for the
purchase of meﬁl se me. E NHSO then allocates
4 L]
budget to its prov¥incial branch offices based on a capitation™dasis, with the current

capitatign fee currer"yﬂ‘S% Baht, and a patieAldbntribution fee of 30 Baht per visit. A

- ung&w Eﬁfwaqt ¥

direé’tqlowards the budgét of prevention programs. The allocation of prevention funds

-

to the district level assumes that infoﬁation, education, g@mgmunication (IEC) mat@gd!

ARIINTUURIINHIRY

high printing and shipping costs.
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Under the Universal Coverage Scheme, the National Health Security Office was
appointed as the collective purchaser of health services for more than 40 million
constituents in 2002. As a result access to health care for the Thai population increased

from around 75% to 95% in 2004. The o ita health budget allocation increased from

700 Baht in 2001 to 1,396 BaRsiMe00; v aht in 2006 to 1,899 Baht in 2007,

and will most likely increase 3 # ’ E budget includes services for
individuals and familiesy-Cicease ion, health-promoion, therapeutic care and

an incentive for health

\ \ Scheme are in continual
development and; roWgking included. While the
National Health Se K for care and financing,
accompanying cha ge§ : ageren ’ ad ely " impact disease vertical
programs, including HIV | 2d under the universal health care
efore necessary to ensure that the
apZ:hclude interruptions

wiithds for community-
based health pr

. O6jectzand lack of support to

|

PHA and their failles. \ |
ﬂﬂ ‘Iﬁﬁﬂﬁ ﬂﬂﬁmﬁm .
ensufe S6he ig seeking

to consolidate the costs of the Clv‘Servant Medical neflt Scheme CSMB

q RIRNIINIINYINY

containment measure will have a positive savings effect on the Universal Coverage

system. Careful planning ..o

health needs -tﬁhe B

and shortages§ il

Scheme (Sustainability and Effectiveness of Health Care Delivery, 2006).
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The National Health Security Act of 2002 initiated the implementation of the
Universal Coverage Scheme, and transferred management of this scheme from the
Ministry of Public Health to the National Health Security Office. The government allocated

budget to the NHSO for medical se se and for management of the scheme.

Article 30 of the National Heal

for the UCS: &

® (General govemGe

® Contributions.fr

® Co payme pa

. .

°

°

°

government revenue

except for small am@t / e ; ‘ \ Rayment, accounting for
2.4% of total revénue, jihe S govers: i ; n 7 hai population (about
47.34 million people)fBs G PIGHI2008 A majorihoMeludies concluded that the
Universal Coverage Schg vas ‘ jonaliffealth Policy Program, 2006),

as it is rapidly providing healt reasing number of people who have

previously been hamp' ed health facilities. The scheme

has increase& all national health care cos 39 _})annually, although
its adoption oka ¢ Jhould limit costs.

L

The Universal Coverage Scheme, if relying ent|rely on general revenue financing

o) u“ﬁﬁmm SWYRS

budg demands, earmarked funds should be set aside for the Universal Coverage

QRRNTUNWTINEED

and 50% of the nation’s excise tax on alcoholic beverages into the scheme’s funds. A
personal health tax imposed on citizens who are not members of the CSMBS or SSO will

greatly contribute to the Universal Coverage Scheme’s sustainability (International Labor
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Organization, 2004). An increase of tobacco taxes to 100% and 50% taxation on
alcoholic beverages, as well as cost savings from CSMBS contributions and expanded

SSO membership would more than compensate the Universal Coverage Scheme’s

expenditure, in addition to minimizi IV flscal externalities (International Health
Policy Program, 2004). ‘ /

Figur%f HIW\IDS and 2000
o

1200
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B a0
1DQ|] i - : ‘v F | L1 .' .‘ o, W
P iri '
a0 - - o . 3 i -~ — -~ - -]
200 A i : P! i EEEEE . TR T REE . TEEEEEE
" L
] ng;r-_il:g \\ arch  Management
________________ -. i
The M&try of Public Health’s budc ed in thepast decade. There
was therefo lofinance social hee Qs until the Asian
economic cridis g’h ’ ,- aifand’s foreign debt
_ -
increased from 5% in 1997 to 10.9% O0F=FhRere were a sigﬂant number of foreign

loans received durm?the 1997-2001 period. Flgu e 2.8 shows that the majority of budget

mmmmwmﬂ 5
q mmn sl awAnEIa Y

million) to over 4.1 billion Baht (US $101.3 million) in 2003. The largest funding during
this period was for antiretroviral programs and outpatient care. AIDS expenditure for ART

increased from 20.3% in 2000 to 50.1% in 2003. Jointly, antiretroviral (ART) and
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opportunistic infection (OI) treatment accounts for 85.1% of total AIDS spending.
Budgetary share for prevention activities declined sharply from 9.3% in 2000 to 5.1% in
2003 (Figure 2.9). In 2007 the Thai government allocated a sum of 3.8 billion Baht to the

National Health Security Office for AMDE fireatment, 78.9% of which accounted for

W

Glb))a1 Fund
aticn by the RTG

il i, P['E\- [ 3n
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/raki

Thai health care f,"?&&g ng to expand insurance coverage

to the nation@e

'nfgjal soundness. The
government’s‘

=

ﬂstainability issues
S'ﬁre should be financed
111

regarding the o D

vﬁn h
in the same way &€ care for other health problems

AUINENINYINS
QRIAINTUNRINYIAY
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Table 2.16: Health Insurance Schemes in Thailand

Characteristics CSMBS SSS ucs
Conditions excluded No 15 conditions 12 conditions
Maternity benefits Yes Yes Yes
Annual physical T Yes
check-ups

Prevention and health | Yes

private bed, special

nurse

L Fmaﬂcm#‘—

Source of funds general tax

ational Health
ty Office

Pa}memme : 0 empc W Mcaptitation for 0P,
, g -_ A Sy i DRG for IP
‘ AL SN baht)
L l

co-paymen

per capita L@k
1899
-

Expenditure for antiret

budget is exigge

ercentage of the national health

Ot(?)l‘onsidering that a
=

, <3ljline therapy in the
near future, theﬁ is "I ected to increase to
account for alm m ‘three quarters of the overall treatment budﬁ by 2020, resulting in
the cost of second If@“nen prOV|S|on reachv% $500 m|II|on per year.

ﬂe lota!I number OJ PjAsl in need of AR;drugs is sli

2006, approximately 70,000 patlents‘ecelved ARVs in Ub|IC sector Table

IHIRENINURTINETRY

uncertain. By the end of

programs also provided ARV drugs to PHAs; the scope and number of patients involved

are currently unknown (Niyada et al. 2006).
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Table 2.17: Chronology of ARV treatment programs and initiatives

Year Activities Number of
Patients
(Approximately)
1991/ | MOPH started ARV provision agpilat afid as mone-therapy

1992
1995 | Dual therapy _
1496 | Thai Red Cross AIDSRs
1907 | Started network iA

1900 | GPO submitted Nt e svids pasent:
and produce TENSEmties -dmteERST Troperty
2000 -MW g dmm TETTTCE e frovent o
FPLWHA . T "~
- PTe:: iding & L [1ea
within thesr o u and o gystem
= gl 1 L /
st AT (00 fho o g
2001 | -Ac are e pi W 3.600
2002 8 and = l 3 | - 13,000
- Applee Glghal 18 1 un
-2 HA o N
2003 [N i it : \ 23,000
s
2 . - :
2 o 8L g
3
4 et ARV 606
Rl
g ting and g |
- Statfed project
2004 | _5S0 2d the {HA a1y 30.752
2004- | Global Fumtl (M ; 104 3
2005 | progeanvme imyle
2005 | As of Feb 2003 for N j:‘)" 52.593
2 %> 70,000

AJ

(o

*
-

i
1
Many h ” itals in Thailand report not filling all anti?‘ﬂj‘oviral treatment slots

allocated to them. ﬂom‘all may exist dueuack of preparation among service

professional nurses each year, althou‘h this number is mﬂment to meet patient W

qm SN TnTINgg

for the trend, with patient ambivalence, immobility, and fear of stigmatization or

discrimination great obstacles in seeking treatment. Fear of discrimination led PHAS to
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seek treatment outside of their district or to seek private sector treatment. In both cases
patients have to cover their own expenses, which impose a sizeable financial burden on

individuals and households.

Thailand was the first nRzkOMiC , 4 cell count of less than 200 as an

e 4 count at this level, and the

\@riority (Kowatcharakul W.,
.'aIIy accepted into the

‘--‘._.__‘\
ESPO nd

2001). Cases thaW i

Global Fund/NAPHA 4efqr

treatment. The cost of stiffigfoy Sta o.'hr ometey ranges from 200 to 800

[
baht (200 baht PHAY afd /600 Balt undetihg, SSBLoroBRm) depending on the
provider. The pricegdt ceglaingVirdl load™te S ca "'v,"ﬁ S Baht. Other tests

i g'_ i

safely’ ciendistiy, pan:

include basic

\ rum—glutamic—oxaloacetic—

4 r | .“' ; "
transaminase), creatininglf an gluca ‘:_i’f erage 100 Baht. Tests

that are free of charg ung .!-‘-¢4 : i outine follow-up (CD4 cell

funciiom’te

| '— ] =
Scheme other tests will @lso c,»’,af’.-f'.,e. e. La

count, viral load, and kid ationgqWnder the Universal Coverage

k of information about ART is

cited as a significant barrier tofae ess (Phon 4) for HIV/AIDS patients.

2.15 Thailand‘s*Universal.Coverage.Scheme - -I..)
) 3 J
The Minicm of PUb ore org antion responsible for
L]
Thailand’s publi¢¥fealth care system. The ministry has the authofty to supervise medical

care, public health',‘h@ romotion_and devument, food and drug control, and

mat 'I whic 8 deecm i@ o afdols tolthe erghdLbli e ninistry is also
taskéc“théuper\/ising and supporting the Thai Red Cross Society (MOPH, 2006). There

are also other entities playing prcﬁinent roles in Th&lland's medical and uh

inistry” of” Defense, the Ban ~Metropolita Alinlgrat n, various stat

enterprises and private sector organizations. These agencies maintain health facilities

that provide primary, secondary, and tertiary medical services.
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During the last decade, private hospitals and clinics have been expanding rapidly
in Bangkok and other cities. The numbers of public and private health care facilities in
2003 are shown in Table 2.18. The ratio of hospital beds to population in Bangkok is

1:206, while in other provinces th

population is 1:767 for Bangke

S

Table 2.18: Public a " h fac&es

— Fre e Tea] tri Tambons | Villages
Ty s “Thigh
F 'f’E‘ ST (rural) | (rural)
Medical schools ' A N N
- Public
- Private
Specialized Hospiralgs

Regional Hospit:
Creneral Hospitals
- Fublic
- Private
Community Hospitals |

Private Clinics = =
Health Centars o, 785 =
PHC Centers ; N - -66,223
(village health volonfesrs ) { B00, 0007
1% class dmg stores M4 and include = =
g ™ class dmt e -
Grocenes =211 m‘ \ - 400,000
= -
Source: Thailand HHF th Profile 20012206 ! II
les has
f a rv e viderfito eff wilich & b  services
stand A monltors for gwdellne oompllance and prowdes technlcal support to all

responsible for overall management of the Universal Coverage Scheme.

q %ﬁdﬁﬁﬁ 5l Wﬁ ; ﬁﬁﬁz



52

The government allocates funds to the NHSO for two major components, namely,
medical service purchasing from health contractors, and overall management of the
scheme. Allocation of service provision budget is made to provincial branch offices
based on a capitation basis. Furthe service units and deductions are made
at the central level. Capitatig] Y /%? the Universal Coverage Scheme

2007 Provincial level health

increased from 1,650
rsal Coverage Scheme’s
fal Health Security Office.

Management changes ised /qui i S, o > gwand care may adversely

ntial capitation for curative
oithibomotion services. 60% of
payments, while about

Ber of registered health care

contractors can occur thg ghot ithe: . "‘\1 pays contractors 2 months in

/ T r, F )
advance, and employ aécredité r""""‘ ation es tofecalibrate payment.

Ther-’ie f reimbufs actors under the

Universal Coverage-Seheme;-namely-capitation-for-outpatient- jent, and diagnosis

related group (DR®) based on length of patient
' |
stay and the hogpital level). 84% of OP high costs claims andl94% of IP high costs

claims were rembu@ 2006. Average relmbyment for outpatient care was 3,061

Qmj MENTNHINT

with 3% (Netrawichien and Boon-Arj vOG

ARIANTIIK NIANYIAY

the scheme’s long term financing are under study. Currently, the scheme relies primarily

on the government’s annual budget. Negotiations with the Bureau of Budget for a per
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capita budget are conducted every year. Feasibility studies on alternatives funding such
as sin tax, and value added tax are being undertaken, in addition to measures to

improve the efficiency of the scheme (Sustainable and Effectiveness of Health Care

Delivery: National Experiences of Thai

In the area of inignatioRASOD ‘)rd will continue to pursue a
proactive internationa : fonal hew po @ion with domestic health
policies. The nahoW n involves

. f ‘k'

10t of health care systems

policy are (Jongudom ) P He W\C

rf

1) Universal“®Cover e -.‘w' /ENS "'»,,’o access to quality care

according to Eirnfeds, —s rd ! iheir soci@econbmic status and religion.

2) Single standards iy} of care provided for all Thai

3) Sustainable sy cimeeT oolicy
finan@ nd institutional sustainability

systerl A eJ as possessing an

pmﬂuﬁﬁ Wﬂ%fwz]enﬁﬁe:r

to 10 (m patients with maximum wa|t|ng time set at 30 minutes. Primary care establishes

the best setting_for rOV|d|n treatment ba@ on a hollstlc ap

in closest contact with primary care providers, and this level of care is better suited to

systainable in terms of policy,

I @ing as an efficient

accommodate the socio-economic needs of patients. Second primary care functions as

a gatekeeper to control the overall costs of health care at more specialized levels (Martin
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et al., 1989). Primary care in Thailand has long been neglected, resulting in poor and
unacceptable quality of care and crowded outpatient departments (Srivanishakorn et. al.

Thailand Health Research Institute, 1996). The Universal Coverage Scheme seeks to

rectify this shortcoming. “’//
Instead of automaiil 3sle ing // al as the main contractor of

a contracting unit f ‘ UP for a6 1\--- of population registered

under the UC pollc e v if fc H‘ Shall be a gatekeeper, with

.H-,

. f , g .
direct access to mog goy pe |tt i0e, incident of accidents or
, e
emergencies. Isgffugd -.,:nvr . "heir D¥8gets to contract other
health facilities to thepromatien 8i%a, primary care network

(Jongudomsuk 002 . The responsibilities and

structure of a pri &cheme can be seen in

Table 2.19. The P on a continual basis,
)

ind  preventiven jes  Within the service facility and

community. Cases bey dt .’Z“{{ sibility U can be referred to a secondary

encompassing curative

or tertiary unit.

Inputs and Str
1. One facility fi - personnel work i P more than 75% of
population theu worklng time
2. Famlny s Iocatec‘tﬁ the responmble - a Ie IaI:nw:)r:.-ltc:)r)lr system for the
_ 1 20 000-40, DDU* - service avallable at Ieast 55 hoursfweek
- pharmamst 1: 20,000-30,000* - be able to ppguide comprehenswe Cargy
= pecister e 15,000 ableto PLEMde inhouse sergice agd

Q fh’-- as: k‘ r 2 Lo ' | ‘ urfiif o GRER i pa

e lowel [ ‘- iorefihaaith|p D ersgh -F."'q~ pased to seiral ed here e
ge of hesthpersohe - | e

Source: Health Care Reform Office, 2002
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The Universal Coverage Scheme created a general increase in the number of
patients for both outpatient and inpatient treatment. Restructuring of the Ministry of

Public Health was undertaken in

E ce with the 1997 constitution and poses
t the national, provincial, and local
M to 5 levels (Bureau of Health

O—*——r

important consequences for t

levels. Thailand’s public ste

G
el |

® Primary healtp* carg’ leyel riComps D ma s (hycare services organized
by local406mmuhitief, ificludi ',Fﬁ"* e prevention, ell as basic curative
and rehabiliiglive gare ealth "y g

volunteers in a rd c’% “u ify's € ife and needs.

fn_ alt e personnel and general

® Primary care®leve S pro ,-"“: oy
i I'

practitioners (GR#. T ‘:u‘};@f?.;.rﬁ are ) beMroadly divided into 4 levels:
1) Community health pg; ace level health service units in remote

areas, overing

~centers-which—are—sub-c c age healtr Qine service units,

cover', g [aftal supervision and
support ﬂI N community hospitals™Hea enter staffs nize health programs

according toetandard procedures established by the MOPH.

ANE INYNINYINT

d other health professmnals

N1 RIS IATIVYTA Y

® Secondary care level is provided by medical and health personnel with a certain

degree of specialization. Secondary care facilities include:
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1) Community hospitals located in districts or sub-districts, with 10 to 150

inpatient beds, and covering a population of 10,000, staffed with physicians and

ped with 200 to 500 beds, and possessing
// of medical specialists.
a business enterprise staffed

als and specialists, with

health professionals.

2) General or regional hospi

® Tertiary car > §& “reguingmspecialists who receive

WmByels at regional, general,

Figure 2.10: Level of He€alth

PHC - Village (VHVSs, u.mty primary health

ﬂum Vlﬂﬂ‘iﬂﬂ'lﬂ‘i

Source ailand Health Profile 2001 2004

a»mmmmummmaﬂ



57

Accreditation is required among participating hospitals in order to ensure
suitable quality of care. The Thai Ministry of Public Health accepts hospital accreditation

(HA) as a means of quality assurance and quality improvement for both public and

August 2000). HA is also acegReb EsE ' nt for health facilities who would

like to participate in the Uni < al pital Accreditation Institute

improving servi 2004, there were 531

hospitals (54.57 %) . 10 hospitals (1.03%)

having quality assu g’ gontinlol aue e _’ ent, and 100 hospitals

ﬂUEl’J‘VI&WIﬁWEl']ﬂ‘i
ﬂmmmmummmaﬂ
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CHAPTER Il

RESEARCH AND METHODOLOGY

3.1 Study Design and Me

This is a des%

e —
management chang i ‘

Coverage Scheme at4,
4 hospitals are: |

Hospital, and

iew were conducted
in order to gather, ct tic sandithe Universal Coverage

Scheme. The study i ifle veen' NAPH, afkl the Universal Coverage

-7 (‘r
1. Antiretroviral therap @‘

2. Laboratory testing. ‘,/‘_.{,W'

3. Pa@

5. Sewlcma

iuahtanve \)QA to be studied undel‘u5 areas are indicated in figure 3.2,

” ﬂo m EW oAvd whil the fifth
ied from thefund Al

area |ﬂu and program manager’s perspective. NAPHA is funded by

the Ministry of Public Health (MOPH ‘nd the World Heamrganlzatlon s Global §t,

governmental and international organizations still provide some funding.
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Nan Provincial Hospital, Somdej Phrayuparaj Pua Hospital, Wiang Sa Hospital,

and Chiang Klang Hospital were selected as case studies for these five areas, as these

four hospitals began their ARV programsyfo HIV/AIDS adults in 1999 and for HIV/AIDS

children in 2004. In late 2002,"

program was includeo

E—— -

scheme initiated in EL T ' Awho=met eligibility criteria were

with a CD4 count of ‘ Jualt .‘ ¥ ¢ S\pe L igic Millimeter with opportunistic

infections, i "ﬁ {if gver o prolonged diarrhea

(exceeding 14 da ' \ |ght r‘r (more ’ e al body weight over 3

F | ‘J - o h
months). 3) HIV positiy€ p -"'”, g CRASCOUNtial (888, than 200 cells per cubic
g |

The } A fﬁé integration of the
{' ,‘J)HIV/AIDS into the

hypothesized Qhan(!sﬂng the transition froruAPHA to the UCS and attempts to

e at hospitals in Nan

antiretroviral beﬂs o)
province, Thaila The conceptual framework of this stud flgure 3.1, illustrates

con n ndudte hoSpital staff

at sa d'sifes, as well as liferature review o gather retrospective information. The first

frame of figure 3.1 indicates hypothe‘zed changes occum during the transmo

AIRINTNANIINEIRY

describes specific hypothesized changes, while the third frame indicates verified

changes in these 5 areas, which will be described in the results section.
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Figure 3.1 Conceptual framework: Hypothesized changes during transition

MAPHA: Financed by general taxes,

ministry budget, and contributions
from the Global Fund of the WHO

UCS: Financed by general taxes, with

budget renegatiated annually

AIDS cluster of the Bureau of AID
TE, and STI, Department of Digeases.

Cantral, Ministry of Public Health i 1 1 2 | 4 manades funding and treatment

Mational Health Security Office

manages funding and treatfne !
___——-—""l —— MHSO allocates funds to its local
MOPH allocates funds to wmcial - ¥ - ranch offices, which then conveys

Fublic Health Offices, which.t bem to public and private contracting

.

conveys them to local pu_" o5 pital pits of primary care (CUP)

4

Hy pothesized

0

Werified changes

anges

ocCCurring in: occurring in:

Antiretraviral tp_ Antiretroviral thera py

B

Laboratory testing 4 [ e 1 - Lakbaratory testing

Fatient Counzeling Fatient Counseling

an resource

evelopment

- Health care systems will be modernized, with

Service management greater emphasis on rapid prevention

NI NE
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In terms of antiretroviral therapy, hypothesized changes during the transition from
NAPHA to the UCS include increased standardization of diagnostics and treatment,

greater access to antiretroviral therapy fo

IV/AIDS patients, minimization of ARV side

effects, and an increase rovided. Under laboratory testing,

i

d % aboratory networks will occur,
i -b&'Under patient counseling,
hypothesized chan ' 8 : sanfidentiality, greater HIV patient
involvement in peer Coupe pa/he axp - _‘f--\,_,_t:: networks at a national
level. Hypothesize‘v ch A oy esou - ~ that improvements in

hospital person antiggfro va he _ ( i Melphasis will be placed

on formal HIV educaiion faFf persg us, willkbe placed on national and

regional trainind® Ungfr gfry e, management, | ed™hanges during the

transition from NAP#F to‘ e WCs g-i‘-;-:g:,_" Y-o“"'t.H' ifh/ ofesources and budget, as

¥
¥

re svste y Mk cmBhasis on prevention rather

well as modernization p 2 th

¥ 4

than cure.

Figure 3.2, iIIustrates_rth 2k ‘ xamined in this study namely changes
in  antiretroviral theragy aboratory- testi gunseling, human resource
developmentig it service managerr S lees are indicated
in the outcome. indt=linder both NAPHA
and the UCS usir.@nteiew iIndmgS anasiferatare Teview. :I'

AUINENINYINS
QRIAINTUNRINYIAY
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Figure 3.2 Variables being studied

The NAPHA Program ‘ The UCS ARV Program

etermine tindings under UCS

/\7 therapy

J‘ ﬂtory testing
<
=

Determine findings under NAP]
1) ARV therapy

2) Laboratory testing§

3) Patient counseling, "

4} Human resow
5) Service manageinent ”’

nseling

ource development

vice management

1) ARW
therapy

51 Service
management

Extent of

Service
AR prog:r managereent
COVErage and funding
Treatment _w. olici ,"'4- b ' Hr ] 1 i Information
benefits govermute : managerment
included benefits ——i B management system

7 1 _ nd funding

Iain policies

Cuidelines for

— —
QualitativEU/ariable mclude‘ ent of ARV program

coverage, treatment benefits included, and guidelines for regimen changes. Variables

WHINENINY)

how c%sellng management and fundmg Variables for human resource development

RSNSOI

for | ich ern test

bendfi fe dgds well as

characteristics of service management and funding, and changes in the disease

information management systems under both programs.
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3.3 Data Analysis

Data analysis involved the assessment of variables influencing antiretroviral

therapy, laboratory testing, patient ling, human resource development, and

service management. The impa ‘ : les on the 5 areas is also described.

Structural and function chanOeS\0eCulti @ ragsition from NAPHA to the UCS
are described from data"eelie ea \»A're review.

Hospital, Som and Chiang Klang

Hospital, as well it ive data collection is
conducted through -afidaf! mall ikte ' RBgpital staff at 4 hospitals,

including hospit i stratc d";_d s RNYSIciangy pharmacists, nurses,

August 24, 2007. Data co fction Also con | thro \x‘“ literature review.

statements on HIV/AIDS health care

1)
Wes, as well as annual hospital
olicy and guidelines for Qst studies on the
b .r.“'
2) Intervievdlﬁ' Open-en ; ere conc ted with hospital staff

at Nan Provm ial Hospital, Somdej Phrayuparaj Pua Hospltal Wiang Sa Hospital,

Y UANENSWYInT

parate questionnaires were given to hospital staff and administrators for further
hree

ARSI




Table 3.1 Sample Site Hospital Staff

64

Registered
Physicians with Pharmacists nurses with
direct ; with direct Total direct
Hospital Total involvement ol I involvement Registered | involvement
Physicians | in ARV / Ci in ARV nurses in ARV
W i F program who program
i were who were
iewed interviewed
Somdej ’ ' —
Phrayuparaj 14 - 8 — 90 1
Pua Hospital . = F =
Wiang Sa 77 r - 71 2
Hospital e -
Chiang r 4 32 2
Klang | '
Hospital
Nan 394 367 2
Provincial J
Hospital F f
I
‘ /
‘ f
ni ' |
There were 3 jihtefviet . - Wit ic health analysts, and 1
physician at the Nan Pr. iews were conducted at Nan

cial P 4
Provincial Hospital, and”3 inté ¢ h of the 3 remaining hospitals. The
total number of intervieweess

the 4 sampl ’P}p'

studied are pt )

rse interviewees (10) at each of

e ﬁe‘ UCS. All hospitals
-
Jand the UCS. Nan

ZTZL {1/
ﬂUU?‘ﬂﬂﬂﬁWEﬂﬂﬁ
'Qmmn‘mnm'mma d



CHAPTER IV

RESULTS AND DISCUSSIONS

O n
-\ |
Nan has a populatiopsods /2 956 of whom are male, and 236,

791 or whom are female. ¥aRgis eXperienci rs of HIV/AIDS cases, with

19.27 per one h ing ranked 30" nationally

and 7" among n .64 births per thousand
populations, and ‘ 990-2004, the province
reported 3,207 Hi S 4 " ;a d 98 - 1,164 patients have
since passed away. ‘ . | 3 was 1.3:1 in 2003.
Figures 4.1 and 42 indjfatef | oer Y o jving, deceased, and
accumulated in Nan @ 6\(’ | 1 2006. "N/ ~ in 2000, and was

formally integrate® ung@r t Nelpe'santiretroviral treatment
L}

benefit package in 20#6. |

Figure 4.1: AIDS Patients at NBR-ProvincaLt ¥1999-2006 (Only patients reported
from 1999-2006)

)OO +—1L8—1 FH—1]

DLiVI‘\
'l
l - B Dec€ased

i
n kL ‘...j

1995 $080 02,. W 2006

Source: Nan Provincial Hospital Handbook, 2006
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Figure 4.2: Accumulated number of AIDS patients from 1999-2006 at Nan Provincial
Hospital (as of September 30, 2006)

3000+

2500+

2000- N
1500 ... = : :-E Deceased
— - : =R Total

II" LRl |

N

Accumulated 2005 | 2006
Years
Deceased 1105 | 1164
Total 2603 | 2726
Source: Nan Provincial sp/
4.1 Findings: HIV/AID Sit "r’*"—"l"“ ron,rs in Nan Province

86% of Nan pro ince
information e_

the majority ot .

health centers. Tgﬁﬁe are d1 prmnmal level hospital, all

public. HIV/AIDS™ treatment infrastructure and facilities in

esulting in difficulty establishing

: ;ﬁl acilities, therefore
= ,Jj

1_47 small community

an differs from more

devel d_an ‘I ovinces in_the n [ gion, .S as_Chi Mai or

netwo regional hospltals universit teachm hospitals, general hospltals and prlvate
g Yy g 9

hos |tals in addition to extensive hglth collaboration \Aoentral public and

RN IHUNT HeIae

ties, as well as more prominent migration of populations



67

72% of Nan provincial residents work in the agricultural sector, a large
percentage when compared with more developed northern region provinces. In Chiang

Mai, a sizeable percentage of local residents may work in the tourism sector, industrial

sector, and commercial sector e’'s emphasis on tourism, as well as

local manufacturing. 32.6 m 6 — 24 years of age are not

'—_@mted number of secondary

Agaﬂﬁﬁloped provinces possess

attending school, perh 'nC|aI buf

and tertiary level in

greater education

in order to adequatelyt S --.:-: ........... nction properly under the Universal
Coverage Scheme. When as being examined in this study,
including ARV therapy, .Jabetait

developmenqt o @unlque from other
provinces in 1 J

1) ARV f rapy Information and communications tech ogy networks in Nan

province, are Iess than mdustrlallzeo%vmces due to the rugged terrain,
ovin

rem SS 0 t}ﬂ

slugglqldata entry, causmg delays in reimbursements delays in antiretroviral regimen

change and delays in laboratory SL‘p|y delivery for hqéBitals providing antlretual

ﬂWtﬂtMﬂ%ﬂﬂMﬂ neae

2) Patient counseling: There is a little over 300,000 people living in the Nan

counseling, human resource

Iat| i et ecgtions] leads to

municipal area and over 110,000 households located throughout the province. Patient
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counseling in Nan must take into account HIV/AIDS patients living in far flung districts, as
well as more than 40,000 local hill-tribes living in inaccessible terrain. No major obstacles

have been reported in communication between hill-tribes and government officials, as

most hill tribe members can al; Yeal al. Nan health personnel provide mobile

services for hill tribes livings ‘ ‘ ' ptrast with industrialized or more
populated provinces inwie . ' ﬁniently located health care
facilities for patients tesw ' ————

S—

iftages in Nan may be
due in part to limit alerifny daucs St fitjo complete absence of
medical schools in the" i Jaris s kymedical training in more

developed provi alsb be reluetant able to @iheir home province as

there are better e by ent uou';&f‘ it -n elsewhere. This has
| I »'-rl ’ l' '
adgffor existing | ) ustfcontend with increase
| .ln | ¥ F 1

paperwork during thegifan ‘ neriach n. ' - o U@S. Nan medical personnel

must also develop thei i OMputes Kills—an amilighity with the newly revamped

.‘.’,ff

se Manageme ymation (DMIS) system, and Vendor

Managed Inventory (VMI) syStemad

National AIDS Program, Dise

Q S \0)

d:curring during the

1
-

*
-

transition from l\;@HA onedﬂI passing that from an
L]
initial review of tA&ir financial data, hospitals in Nan province s minimal changes in

their in me/expen(gumtios before and afteruf‘ transition of NAPHA into the UCS

HUBTNENTNEANG

that ‘hq'h care providers in the province normally experience low income/expenditure

ratios due to a small provincial poptﬁtion, and thereforglly per capitation payus

n Nan pro e are also less likely 1o seek expensive secondary an ary C!re €s

absolutely necessary due to their limited earnings. The correlation between the low ratio

and local antiretroviral treatment was predicted to be minimal by a majority of
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interviewees (16), including those from each of the four sampled hospitals and the Nan
Provincial Public Health Office. This is due to the fact that HIV/AIDS patients do not

account for a significant portion of hospital services rendered, and are less likely to

influence total hospital income ar Flgure 4.3 and 4.4 below illustrates the

income/expenditure ratio fo

Figure 4.3: Income/E>
to September 2006 =

12
1 e — w
06— : - — — —— —
04 : L — — — —1
02 - I B I B I N D
03 i L o =
O 8 SRSt S A ST R A P
O oo me/Bependiture Ratio | 109 | 1.4 086 | ' .02 084 | 024 | 0@ | 097 | o8 | 10
Source: Nan Provincial Hodbital 43 : : 0
N
Figure 4.4: | %e/ i c?ﬂra October 2006
to August ZOIh ; »_’_‘J’n

2
o JI Al
19 14 — 1 T
] meies Asinine
o Tl A S ORI @17 3
‘ ‘l ! L] I] ' L |.
qQ - B oo o d ok M o bl
0 ‘ T
= - ] Iae Ban Mol . T: Wizng Thung o q o Santiv Buo Song :\uem
; i" ‘ s (N B L nns‘k‘ : oy #
‘-‘M'\.ﬂ III'I'EFW"!.'JI B 4 WAl rooll | M of
T E . — & YR .

q Source: Nan Provincial Hospital Handbook 2006
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Two frequently used ratios to measure a firm’s liquidity are quick and current
ratios. Quick ratio measures a firm’s short term liquidity and its ability to meet short term
obligations. A high quick ratio value, usually exceeding 1:1, is considered healthy. Quick

ratios do not take into account a.firdw S %> yz inventories. Current ratios are also used

ili ) \ tions, while taking into account a
firm’s exiting inventorie ‘u; cHEgent ratio aﬂ xceeding 1:1, is considered
healthy (Tracy, John%“

.

CurrentAse€ls #MyEric

Quick ratio =

Currg

Current ratio = Current

A high cusfent rz isk'fue to a budget surplus

|
" J

' 4 N ’! ~ %
for hospitals, while ag@weq urrent, f e of the hospital’'s assets

0.is sua .
are being invested in C ‘: ............. 0t ratil greater than or equal to one
indicates that current asets < o satisfy the hospital’'s obligations. A
current ratio of less than nf mean that
In comparin@ Sie als, in Nan province

o
'%n be seen that all

al is experiencing liquidity issues.

L
- -

hospitals excepman ess jﬂ’ek and current ratios
‘ i

which are less tfiah 1 in value, which indicates that these hospitals have more liabilities

than asgets. Relmb!“t for health serwces uer the Universal Covera e Schem

con d b ﬂtlng t rec@rd Difedsel Ma agement
nforn‘ql)n System (DMIS). I local health care providers do not record data in a prompt

manner, they will receive late relmt‘rsement for their gBices, thus |ncrea5|ngu|r

MENINEIRY

BL.s
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Figure 4.5: Comparison of Short and Long Term Liquidity Ratios at Hospitals in Nan
Province in September 2005

14
12
1 :
08 1
06 1
04 H : : Ly 2
02 1
o L e ——
1 — Th . — : Chalzoen
I ae an . L |Wiang hung. | Chiang a Santi Bo Song
Nan | o arime (el g, | WA Sa f.Ch Suk | Kluea | Khwae |Pafia
= | Phi -
DOuick Ratie | 147 | 008 | 0.04 )(j A : (24| 0.00 | 006 003 | 124
B CurrentRatio | 009 | 0.04 . f 0.1 . D%, 21 el 005 0.03 | 0.9
Source: Nan Provincial H al én 20
Please note that th ere n@*dogl n ‘d li ity r. ila or i and Bo Kluea
Hospitals for the year 2
¥ . ,
Figure 4.6: Compari of#Sh a'nav ORgeherm Li at Hospitals in Nan
Province from October 2006 t& August |
JI v g
2 -
F
18 A -
15 - - -
14 1 -
12 L A
.\ ] - ¥
nsg -
06 1
04
0z - - )
0 \ i |
A " Song  |Chalem
N i S B Kuuea | o vt
O Quick rafic | 15 107 Sdgad | s | 04z | ot
W Current ratio 1748 .,D.ﬂ " 1.05._—_.’0.25 0.8z 0.43 014
HI |=I
,l h
Source: Nan Provingi /Hospita/ Handbook, 2006

m Phra Kiat

Hospitalghad liquidity ratlos below Flgure 4.5). While from 2006-2007,

liquidity in at

Ieast 10 hospitals showed mproverﬁnts Nan public w analysts l\/lr Kan

to hospitals in remote areas. New funding for the 2007 fiscal year most likely contributed

to short term improvements in liquidity at smaller hospitals in Nan province. Meanwhile,
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the reduction in liquidity ratio at Chaloem Phra Kiat Hospital was reported to be an
isolated incident by public health analysts, as the hospital just recently began operation,

therefore capital investments such as personnel hiring and medical equipment

!

procurement, as well as low initial @& ' umbers will naturally result in low liquidity.
Public health analysts repo aﬁwospita’s role as a tertiary health
care center and a provi Spital, p ,)the severity of patient cases
are generally highem hosp@ls, restitimeimegresicr health care costs for

patients seekingmffl nd th “*?‘ for the hospital. Any

NAPHA to the UCS are

changes in fundi

less likely to create i iakchanges\ At viieia! Hospital.

yersely affect medical

VNG
services, including a i tr%ﬁ nj'i'
' %

A Provincial Public Health
I personnel training and
der to ensure that prompt
reimbursement occurs ‘ ,___~___=____;:'_~;: -.\ [vices, including antiretroviral
therapy, thus maintaining ho ic f vinc>ial Hospital interviewees, MD
Anupob Chitmuang, Mrs. | _ Unwana Charoensiri report that

current man@w ' a@uate in minimizing
A FIIGE NIV PHEE B I

the risk of srk g’wcy funds and per

-
-

capitation paym are aniém introduced under the
L
Universal Coverde Scheme.

AUBTRERTNEIN

tality rates from HIV per O? hundred thousand‘ populations in the province

QRIAINIUNRIINYIE Y

residents in the 20-25 year age range. 34.55% of patients are agriculturists, while 6.66%
are juveniles. The main cause of HIV infection in Nan province is sexual intercourse,

which accounts for 94% of all cases, while mother to child transmission accounts for 5%
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of cases. AIDS infections as a result of intravenous drug use have remained below 1%

over the last three years.

The 9" National Economic d ¢ all Development Plan aimed to ensure that
AIDS infection among preg n._-".
AIDS infection in ".'1"2-__-; '
year period from 2004=2006=sebtic heal*offici

g‘F""E— 1 ;
S frope*@.5610.0. 0. | ng enlisted soldiers in

Nan increased frop#®: g v ah, increasing number of

among pregnant

ks of age. A 2001 study
conducted by the Na il Paelic 7{ : Qffi 8, high risk behavior among
353 male Matha . _ l » mce, it was found that
5.4% (19) have had : ' ' sg- fhe e c o' sexual intercourse is

14.9. Among stud only™47.3 percent (9) used

\

p’ te Sé .\
i

condoms. Surveys ofi ool and grade, found that

1.8 percent (7) have h sexudrImereours n th mber, only 28.7% (2) used

ol T

J“_-n!

condoms.

_uﬁ youths residing in
—
srveyed with 71.3%

wy

dormitories ir‘t

between the ageﬂﬁ a Wer‘@male, 61.9 percent of
L]

respondents wef? tudying in vocational schools, and 22.4 percent of respondents were

in secopdary sch o & res ondents (21%) e had sexual intercourse, with the

UBANEN NN

respomnts report using condoms.

behavior. Youth campaigns for safe sex, sexual abstinence, and adherence to family

values have been cited as necessary activities for local youths in order to effectively
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reduce the spread of HIV/AIDS. Social support mechanisms for HIV patients remain
strong in the northern and northeastern regions due to traditional family structures that

are conducive to strong domestic ties.

4.3 Findings: Compariso of' G b be : and the Universal Coverage

The National ‘ Atiretrapi > — people living with HIV/AIDS
(NAPHA) was conceivedsi* 2085 ' : ¢ ' : Agged by the Ministry of Public
Health and the o ,_.o;- to limit the spread of
communicable disg®Se ingfhajf _ X W '- 3 pleted integration of
NAPHA into the Uni sI { ’ :.' ome S . ierapy benefit package in
2006. ARV therafl wil , p.\]/,. we fs 1' ki o) ealth, quality of life,
and social interact' i T" al | ent ‘1__:,, daraly .' priality and morbidity of
patients, prevent the [ t c ;ri s y :

that the patient will ip8 dve

> : énd reduce the likelihood
ntly tr g} Eg Vo thérs. js Study attempts to determine
the impact of NAPHA's f 0 the UC i »as:
1) ARV therapy — =
2) Labgratory testi g
3) Patighbounsaling
4) Hurma _j

5) Serwcé” anagemen

AW HANENINeINg...

Universal Coverage Scheme are mdfdted under the be it and problem sectlo

qUIRNIT MURIINGIAY

ARV program coverage. 2. Treatment benefits included. 3. Guidelines for regimen

change.



75

Table 4.1 ARV Therapy Gaps between NAPHA and UC

Benefits under
Uucs

Problems under
Uucs

Resolution of
problem
during
transition
freamNAPHA
| (0]}

Problems under
NAPHA

Benefits under
NAPHA

Extent of ARV

\ r
\\
: the @

program
coverage: e g PICS enhanced Obstacles to a
Hospitals had emphasizéd RV. logistics | fully operational
limited ARV onling,systems @zes an | VMI system
supplies, as drug for ‘g |-or t include slow
procurement was | internet

rocy ement'--.
overseen by the P ’

Ministry of Public
Health.

connectivity, and
lack of information
technology
training among
hospital staff.

Foreigners and
migrant workers,
as well as patients
under different
health insurance
schemes, such a
the CSMBS and
the SSS were
allowed ARV
treatment under
NAPHA.

only ARV dru
and basic

laboratory testsy
were provided.

drugs for free.

smaller hospitals
to assist them in
altering their drug
regimens.

NAPHA and thus *

{0 majeifprogfems
weregeportgd, i
exgept thatfthege

e nog@deqliate
gttempts to eXpedite
crossisubsidizati®
of ARV fun@ingfifon
different pealth
sehemesfin o
maintaifl NAE
sustaifabilit

ler to

cheme or out of the
palient's own
3 ond and

regimen greatly
increased the risk of
delivery of incorrect
drug supplies.

HIV/AIDS
experts.

)06 are

atiepts under
different health

sC es SUch as
the €SMBS and SSS

side effects, such as
ypercholesterolem|

oversight mto
regimen changes
ensures consistent
ARV service
provision across
regions.

Patients under
different health
benefit schemes
are no longer
allowed to receive
essential ARV
treatment under
the UCS. This is
detrimental to
funding cross
subsidization, and
fragments ARV
services across
different health

gare nger schemes.
Treatment bveree
benefits
included: =
Antiretroviral drug gl e Universal Greater
treatment was the Treatentf ﬁ"’"{!—?' age Scheme | expenditure may
specific aim of g | OPRS | ' occur when

patients who were
formerly on first
line ARV regimens
under NAPHA
have to switch to

Patients under It?en‘s iy Btunistic' | second line
NAPHA received alth insurance infections (OIiH;d regimens, which
first line ARV treatment for are more

expensive. So far
Nan hospitals
re ort no major

il I| ai
pWelie Aot
Gui
regin ch X g B ARV '
Large |nC|aI Regimen changes Yes, under the change% under the | Requests for
ﬁr regl I “ IOerCeLIJsrmgyartw(l)?chae:ve S, national ucs can be regimen changes
0s |tascou ideli iqi
. been consistent with | A Rl\(;ellrgfs forS e g rough afe morectrbg?lcu
m 0 de ' ] egion
must Be or ulty /AID
. aut is gieat] sultgit
I g| al Reg|ona| to 2 Wee i

process requests.
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All interviewees (16) agree that ARV drug regimen types are not vastly different
under either NAPHA or the Universal Coverage Scheme due to preparations made by

regulatory agencies to expedite theginjegration of NAPHA into the UCS. Most of
| /

ed about the hospital’s
ARV program and. ‘- s r .“"'H - ach visit and are part of
hospital records. Pati .‘z 7' asi ‘“' : o tests, and community-
supported counseli.v a part offy 'u,“" A acfit pactkadss. Data is conveyed to

Provincial Public Health®ffi = ‘r#"wf'aﬁﬁf-. b biDisease Control Centers, and

Hosp@
Phrayuparaj F& _
under NAPHA,

c@ﬁospital, Somdej

spital all participated

Lgs

w e M@try of Public Health’s
N i
guidelines for th 'rogram which consist of the following criteria¥8ee figure 4.7):

ﬂUEJ’JVIEWI‘iWEJ'm‘i
qmmnswmmmw
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Table 4.2: Enroliment criteria for NAPHA

ARV naive ARV naive
1. Clinical A1D5 1. WHO Clinical Stage B or C or

2. Advanced HIV infection with L& unt=220% or
CD4 count = 250 cells/pl or | 1

3. Asymptomatic HIYV infection

with CD4 count = 200 cells my
ARV experienced ' \ L
1. Rollover of those on %
) —

1

from ATC-1 & 2 with
clinical response toullidii—

2. [Cual NRTI and ——
W0L=50 copies/

3. Triple therapy and
V0L=50 copiesimi.g

Source: Scaling up Antig@®ovirglreftglef
WHO external evaluation, 20

Hospital igiervieweesi(13) gined’ » al Coverage Scheme
people living with HIWAIQE ‘(‘ Arg ’,', ‘ 8liqible foh ARV therapy when their
CD4 count is les€ thandPOOSElls/ Jmar -~Thesainl 308! OMentitetroviral treatment is to

reduce HIV viral loadff® legf nWk patient’s plasma, and to

increase CD4 count t‘ ’;-—,—F;-":!: M. IV positive patients will be
processed for registration un r the Nation S Program and assigned a National

AIDS Program (NAP) e ._ “afte are patients eligible to receive
anUretrowraI@ g, anc y @ of the Universal
Coverage SC& 16 J'esults and patient

health status Willrﬂ? recor for each visit. Physicians

will also document patients’ resistance to ARV reglments while pharmacists will

| Health
-et ofk. %

According to interviewees 1J ARV therapy un SN APHA encom asse

QRANATU AN

Treatment for opportunistic infections (Ol), and other complications are not covered
under NAPHA, and is left to the current insurance scheme of patients, or covered by out

of pocket payment. NAPHA patients are eligible to receive ARV drugs after meeting
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certain established clinical criteria or immunological criteria. Patients must be registered
for treatment in their locality, but can enter any hospital participating under NAPHA,

which is managed as through a stand-alone, non-networked NAP program. HIV/AIDS

nCi Blid Health Offices (provincial level) which then
._7" ; . / jsease Control Centers (regional
-"*{-g ni “ Dl @ (national level). HIV/AIDS

patients from the Civi edical I@wefit Seheme=Seeig! Security Scheme, as well
B . =
as foreigners and W seae eligibl :

‘NAPHA.

health contracts w , featmentio tients ¢ ign workers only on the

condition that they |, . or ymembership S Aell NAPHA program before

¥
Intervie s (16) also reported that large provincial or Fégional hospitals under

NAPHA could aItef,‘Aﬁe imens_at their dis , |‘on, and normally collaborate with

AUSINENINEANT

elabérq]d ‘that no authorizations from central agencies are necessary to alter ARV

regimens under NAPHA. Drug reg‘en alterations ungBgy NAPHA possess ng

RINNIURRIINYIREY
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Nan Provincial Public Health and hospital interviewees (16) explained that under
the Universal Coverage Scheme, Regional AIDS Consultants, who are appointed by the

National Health Security Office, prowde advice to local hospitals and to HIV/AIDS

experts, who are also appointed,DyM I . Requests for alteration of ARV regimen
'Y |
by local hospitals can be sJdRg/Ees v/ gal AIDS Program/DMIS system.
Alteration of ARV regimen-atsegIor nﬂ% can only be authorized by
HIV/AIDS experts,?o vﬁhﬂpﬁﬁknowledge in the matter.
o
In order to initiate ngeF Oy’ ~._."“‘ (hezreg el, the National Health

Security Office grder to consult on the

fe hia uparaj Pua Hospital,
Chiang Klang Hospit . ) ; '- pite - ecord-keeping under the
: OV \.\ hi sctivity for the National
AIDS Program/Discae I 9 ¢ At i b( in \ -.'n' and Vendor Managed
A : omputer program in addition to lack
of computer and systes tra so-delay try, apitation reimbursement, and

coordination of health preyel ﬂ':h s (13) report that there are also

delays in th as8ig ) ' al Health Security
S mentt vt aes s,

Office to hos*t |jg to Nan Provincial

-

Hospital nurse Sﬂ!da Wndated with paperwork during
L]
the transition frof™aper records to digital records. Conclusivelys

e two main problems

in the qea of ARV durlng transition erAPHA to the Universal Coverage

%Hm%&ﬂﬁﬂﬂﬂﬂﬁ

Under NAPHA, hospltals pogessed less flexibilif§min replemshmg ARV

deliveries. The VMI system existed during later years under NAPHA, but greater

emphasis was placed on drug requests through paper during the program’s operation.
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Also hospitals had less control over their ARV stocks, as the Ministry of Public Health
ultimately exercised centralized control over ARV drug procurement and stocks. As a

result, hospitals were granted limited ARV supplies on an as-needed basis. Hospital

had to contend with storagege rec ds \i r @hdgloppy disk format, not to mention

the possibility of misilgd CAMRGES “—'_)__a!gade at the local level in the

antiretroviral drches@ill affect-the=mealti status of local patients,
d‘Fasrz— -

while errors mad atio vl wil S-balar RV drug and may lead

to an ARV shorta :

Under the Unj Eragé Streme Jenfienc B\ ARV drug logistics and
greater emphasi ific igterfiet pe ] s ru /M) greatly improved
ARV drug stocks, . ife ld~ spe ne, quantity, and other

\

, \.
2 |ngA

‘-p'
\
k1

dre

drug management and

procurement and stocks.
Vendor managed inven ‘ <sh s andiréduces the need to keep large
inventories within the spply ::‘.‘..: thus sho e oder and delivery process and
allowing for health care pro ,,“ 24 » ci prtages to receive priority for their
drug shipme@ (2) 1 e @system to function
— -t

efficiently, th{ ejlth Security Office
(NHSO) in orderiﬁjnsu

terwewees r@.lan Provincial Hosplty& ointed out that the selection of
A : rsalfjiC gem! he efdgpends on the
purpoqof use, Whether fdr adults, children, or the prevention ‘of mother to child

transm|33|on (PMTCT). Under NAPHA‘he number of avaijile health care prowd

crucial to meeting diverse and widespread patient demands. Further interviews on this

issue with remaining interviewees (13) indicated that Universal Coverage scheme’s
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supply chain should include the development of required infrastructure including
facilities for importation, manufacturing, and storage. The storage of antiretroviral drugs

takes into account several factors include drug shelf life, handling requirements, storage

Ql | Ji supply management for test chemicals
Yol ., | \simifey ig€hieh Jput with a buffer stock to account
ime, 1 ‘-AE.___L_‘; \ havé a @ than ARV drugs. Table 4.2
indicates some of@upp@ssueﬂﬂﬁﬁv drugs.
— ” %

Demand issu® reI MIE 1. \& elated to ARVs
Health care pra fer f!ﬁ. I t \ , o K andlmg capabilities
tights’ ﬂl; n‘ \ twe , prder and delivery
Patient transfers/ IQ8S of M . : \ e current ARV market

e
Treatment inte ptio s """% m i’- aceutical suppliers

Change in pa oploVal for regimen change

o N A7 -l urrent funding/ defays in
Historical consumgi Sg—— | igetary allocation

432 Laboratﬁ Testi . <25 ey
Slnce% S ———

and chemicals t—j ( ofi4esting methods rely on
|
the objective of the'laboratory testing, the sensitivity and specifi' of the test chemicals,

the prevalence rate‘fﬂ among the local po”’tion the quantity of requested test

due po er ARV regimen " provisio ; ain dislinctions” between

Iaboratory testing under NAPHA a‘i under the Unlv | Coverage Schem

9 mmmm ANTININY

,jesting procedures

the “Benefits under NAPHA” section and include: 1. Test benefits included. 2. Policies

which govern test benefits.
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Benefits under
NAPHA

Problems under
NAPHA

Resolution of
problem during
transition from

Test benefits
included:
NAPHA covered
diagnostic,
immunological,
virological, and
basic follow up
tests.

Policies which
govern test
benefits:

were allocated
from the Ministry

Regional
Communicable
Disease Control
Center, to
Provincial Public
Health Offices, to
local hospitals.

NAPHA
emphasized
curative care
rather than
positive
prevention.

Under NAPHA,

Lump sum funds _

of Public Health to 4

NAPHA did.r6
cover PCRai€s

transm SSIOM Oy
HIV/AIDS, nor did
it cover Voluntan

e 0 and
Testing (V or
earl AID
dig@nosis.

Lumpgtm fufd
wepgfimiteg’
EgRding glfocatfo
250 iny@lves oo
manygagencies,
necgSsitatiflo
exiensivey
paperwofk an
collabaf@tio

should have be€
promoted to
reduce <
transmissic

centralized in
Bangkok.

< ed testi
for ma "‘--x-:;:":i ese two ared

Benefits under
UCs

Problems under
UucCs

7

4 Vi
Preventive carg®. &L

Yes, under the U
lakogat ilit

ded'thfoug

nagemen
local NHSO
branches.

119

gCS covers
agnostic,

immunelogical,

i and

QIC¢

iC Tollow up tests

invadditionsto VCT

osts TOreary
Tfaghosis and PCR
wiother-to-
ssion of

each laber
DSpitalstho longer
avelto contend
ith.Bluid getar
censtraints. The
\"1. jonaliilealth
=Curity Office
overseeSHunding
di ol ement.

The UCS provides
VCT and PCR as
part of its policy on
itive prevention
eatr{
A 2~)

\J

-

|
L

. There is greater

laboratory

public health
agencies providing
testings i

None reported by
interviewees (16).

Delays in
laboratory funding
have been
reported due to
technical issues
with the NAP and
VMI systems, as
well as lack of
computer training
for personnel.

None, according
to interviewees
(13).

None reported by

i te%ees (16).

AR1ALNTE
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Interviewees (13) from Nan Provincial Hospital, Somdej Phrayuparaj Pua
Hospital, Chiang Klang Hospital, and Wiang Sa Hospital explained that NAPHA covers

the cost of laboratory diagnostic tests to determine the status of infection in HIV/AIDS

tests. There is a li prany*tests g ergo before they have

to cover the costs.dis . AP s notcoveryol ounseling and Testing

For the Universal rdge-Sehe me icweesl(13) reported that laboratory
benefits for HIV patients incléé 2gnostic fological, virological, and follow up

testing. Patients under thex

laboratory te@ ot whish o q@)amount
1. Bas& '

| =
sugar (FBS) creau ne (Cr), triglyceri olesterol and Iivﬂ

me will receive the 3 following

BC), fasting blood
nzyme (SGPT/ALT)
2. Immunolo ﬁE and virological testing igcl dlng anti-HIV antibody, CD4 count,

“f uﬁ”’ﬁﬁﬂM§ WEANJ...

transmulon of HIV.

q RIBINIUURIINYINY

weeks of antiretroviral therapy initiation, in which tests such as CBC (Complete Blood
Count), fasting blood sugar (FBS), and creatinine (Cr) are provided. Visits to hospital

clinics are made every 3 months, with follow up test for CD4, CBC, and liver enzyme
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(SGOT/SGPT) conducted. Interviewees (7) said that HIV viral load tests are conducted
annually; patients who exceed the annual testing limits are required to pay extra.
Universal Coverage laboratory testing benefits are no longer provided to members of the

Civil Service Medical Benefit Sche aliSecurity Scheme, as they are covered by

their own health benefits. , M ers who were registered under

Under the

are included as. st ' 'v At b pnmitment to positive
prevention of HIV/, ‘ eaction (PCR) tests to
determine whether fr. have occurred. Newborn
infants of HIV pasi egfarg eligi e for "~<"'~M-~.'"-I st be from 6 weeks to
6 months in age, wi . SIS lir =o-s_§é-': & d treatment for infected
newborns or undid | ?,ﬁ:"‘fé:, or of ‘-h",(‘.' policy.

Laboratories un o 'th ited lump sum budget per
i ’,f:‘

fiscal year. The lump sum all®éa Teans atients who undergo laboratory tests
other than those for imm s_‘f 3l.or virolc jfions, such as testing for blood

sugar, lipid .‘ e 'r]@ewees (13) report
» and liver function must pa %

that there Wer& dJe to limited funds.

Lk
-

The problem Wajlj Bfts entfyyj into any participating
L]
laboratory for te8#hg purposes, although facilities were limited.®aboratory test records

and requests are mﬁﬁividually at each hos br testing center; these records are

=

then snittéd o fProvihci u Health Offic [ onveysll them to

Regi‘bq Communicable Disease Control Centers, and the Ministry of Public Health.
Laboratory supplies are then transp‘rted from the GP@Elg local hospitals. Reual

RIANIUARTINUIR
hére afe ed laboratory Tacillti nder NA , with 19 fa S CD4 testing i

liti
Bangkok, and 21 facilities in other provinces. There are 11 facilities for viral load testing

in Bangkok, and 5 facilities in other provinces.
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Under the UCS each laboratory contractor will receive a capitation payment set
by the National Health Security Office per test per patient. Laboratory supplies are

reimbursed on a capitation basis for each itemized service. According to hospital

e en‘u... fnatignyide, cedkdination due to improve
4,,:1

ation ﬁ’af,-"rr-‘f-" ricture¥es Well as greater autonomy
’ SZL1L : \
aref15 faciltips sfery@P4 testi N Ba@hokok, and 84 facilities in

{ ,-: 7t
ilities for vira esting il Bangkok, and 22 facilities in

other provinces. There are ':-'t S | Ol n SIStance ’testing in Bangkok and other

provinces. There are 2 PCR:t@ésf : T"

other at Chia@'

Ministry of Public Health, and the

4.3.3 Patient Cmsell

The main dl?nctlons between patient c ellng under NAPHA and under the

CAUYINENINYIN T

counsmg are highlighted in the “Ben its under NAPHA” section, and include: 1. Types

QW’TﬁfﬁﬁﬁﬂWTﬁﬁmeaﬂ
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Benefits under
NAPHA

Problems under
NAPHA

Types of
counseling offered:

Under NAPHA
patients received
health education,
home care, as well 4
as psychological,
social, and financial
counseling either at
established health
centers or through
home visits.

How counseling is
managed and
funded:

Formal and informal
counseling were
conducted under
the guidelines of the
Provincial Public
Health Office,
Regional
Communicable
Disease Control
Centers, and the
Department of

Health.
g‘l

Funding for HIV/ m
AIDS counseling
were allocated as a
lump sum amount

from trygof
Pub| to
Reg

D|sea ontrol
Cente

Provincial Public
Health Offices, and

O8pita

ocal

selifig sites
ndere@patients #

from ing o

SUPPEIt duedtas

CQ

social
st|gmat|zat|o

di

Hospital
inierviewees (1 3)

feeling of.- _#)J_."

Resolution of

conatrns oVeraass

Disease Contr h
Ministry of Put{ .

A

problem during
tragsition from
CS

Benefits under
UcCs

Problems under
UcCs

offers
education,

IVCT, as @II as

mprehensive

of

X panaca,
3 National

atiork Sl
NPLised™®

our
L

pa

SG
3\ phasis on

SEe

role

i',-

156800 small

eling is
iged by the
ith an

al, auditable
ices. PHA

have a greater

in peer

counseling at
omprehensive

iRuUM of
ers

Funding for
HIV/AIDS
counseling is

rendered. Local
NHSO branches

re e funding
atlon to

"5 &

According to
hospital
interviewees (13),
no problems have
yet been reported
for counseling
services offered
under the UCS,
despite some
small informal
volunteer
counseling
programs losing
funding.

Hospital
interviewees (13)
report no
problems as of
the time this study
was published.
Further research
will be needed to
determine the
feasibility of the
NHSO counseling
policies and the
CCC Centers.

Hospital

interviewees (13)

report that some
o nd

Vv
plogr lost
fundi ue to the
end of the Nan
Provincial Public
Health Offic

role as fund

‘--u‘ L]
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Nan Provincial Public Health Office interviewees (3) report that, under the
Ministry of Public Health, health care centers for people living with HIV/AIDS were

established at health care facilities in order to provide comprehensive care and support

for PHA and their families. The cen V/AIDS patients within the community

to meet and to receive a including health education, and

v .—Jnseling services were also

: ersOVOIumeﬁm entailing instructions on

‘training, and exercise

psychological, social,

provided, usually on

self care, meditat
methods. Patien j,. selipd’ re€ofg a2 Stafig-alone non-networked
National AIDS Proggai (NAP) sfsier. Rembatié are imigbile or unable to travel,
home visits aré- condyétecbyshefih Wor (o8 'O WoNiieB, who seek to ensure that
patients adhere tgftheir gfug e men o € A\ _ Rdiail to take their drugs

3,
regularly will developgrugesigtafice.g

0 nsehn progiams were utilized under

NAPHA with funding d rived frem-soci: I s¢ and th promotion budgets which

are allocated by the M|n|stry o Puf cial Public Health Offices in a lump
sum amount each fiscal .ﬁﬁ*ﬂ. oV 0! gnizations, such as the Thai-US

CollaboratiorL:&J . VVVVVVVVV Is 't;é)or funding these

‘ Jpport to HIV/AIDS

—
em‘!amn - is close collaboration

between the NafProvincial Public Health Office and local hospitals in funding formal

patients and th

cou g e fndm u

and infggrmal HIV/AI[£ “sellni proirams unGMe NAPHA system. Accountability in

an be |thoH %ﬂtc% mixture

of OMl and mformal hospital, health center, and volunteer services prowded

Nevertheless the Nan Provincial (JbHC Health OffigBaymaintains close w

RLAR N} FUHRITNY IR

as well
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Hospital interviewees (13) revealed that problems which aroused during NAPHA
include lack of hospital staff and volunteers for counseling, as well as lack of training.
Shortages in graduating nurses were taking place nationwide during the early years of

NAPHA, resulting in heavy workloag! o

| WARH personnel who must balance their

hospital work with HIV/A|DS \ | e also difficult to recruit, as

compensation for HIV/AID S f: \ ' 4 e and effort required was

extensive. Further df i ! e ce‘dﬁ'ﬁwill take place in section
—— -

4.3.4 below. HIV/ atie oat,of saci all crimination was also a

problem due to thas Vajlfl] gol ifospitals. According to

population is quite #hd, r Cipal patient Provincial Hospital for

eling for this reason.

Nan Provincial ' ic_dde fi ' 88 (3) report that under the
Universal Coverage Scheme ":::..;‘:32...-.;- ge=test and post-testing counseling for
Voluntary Counseling and astin g/ (VCT),-as hological, social, and financial

counseling e{e:lr VVVVVVVVV I@Ith Security Office

dJ lifestyle changes,

-

including relaxam tec cise. Under the UCS
professional psy€hiatric support for HIV/AIDS patients are™provided through the
cooperation of the ent of Mental Healthurthermore the NHSO established a
nati u Ht@ % ﬂ Wthrﬂocn]aﬂjﬁehenswe

ontn‘“n of Care Centers. As part of the new policy on comprehensive care, Nan

Provincial Hospital interviewees ( ‘port that they hogEll, to stabilize patient us

q RAMNTUHAINBIAY
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Hospital interviewees (13) reports that the Universal Coverage Scheme provides
pre-test and post-test counseling to HIV/AIDS patients seeking Voluntary Counseling and

Testing, with advice and guidelines provided and funded by capitation payment from the

NHSO. Counseling helps patier e ] results of their tests, regardless of

whether they are HIV positjye c ! /el | also provided knowledge and

;@g lifestyles, increasing their
access to social ayal suﬁort anﬂﬂmhelr referrals to relevant
health services. V v i ‘ cifi nts with National AIDS

Program (NAP) n service, regardless of

Under th Jorr MBS were established as
part of the National k alt S u% & 0 i the role of people living
: . f : i providers. Emphasis is
placed on allowing P ‘ el 'Ke- istingko HIV/AIDS patients in their
community by operatm ke L Ie ith h@spital staff and health workers.
Nurses from each of te 4 e epo that PHA at the centers are
trained under NHSO-fundegph grams.| ec onset of opportunistic infections,

to provide b@ ) | tre » (‘ﬁ‘g} peer counseling.

|§ stigmatization or

-
-

discrimination, w en ﬁi to create stronger
L]
counseling relati®rships. The storage of counseling records in online and password

protected National !DA) ram (NAP) system u]er than in_paper form also creates
gre ‘atnC|enc % ﬂsr% ‘

|rre O S

O

Interviewees from the Nan F‘vincial Public Heglfl Office (3) report thallgdfle

0
support for patients. The network is headed by 7 elected committees, one for the upper

northern, lower northern, central, northeastern, eastern, western, and southern regions,
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respectively. These committees will interact with local NHSO branches in conducting
support activity for people living with HIV/AIDS (PHA). The network aims to promote

equal access to health care, as well as long lasting and quality care for PHA. The

organization seeks to provide kn ommunities to allow the integration of

PHA into society, provide «.;n ing their treatment rights, and to

\ % es. It rert —)!jgn whether this partnership

between the Nationaeatr=Secttity O*e an‘dﬁlﬁﬁ'HIV/AIDS network can be

coordinated effecK :

Funding for puum of Care Centers
and the nationwide e NHSO. Health worker’s
reimbursement f pil: St with an emphasis on
itemized counseling ic de ‘# 8 iy u W |t #:\/AIDS (PHA). Condoms
are provided fre : ; the ;r-“- ere blig S oh"‘._.. of 'the Universal Coverage
Scheme’s positive ’ e : ‘; of ry .\hh u for covered counseling

programs under the U ,' . ref ok actopMby hospital interviewees (13)
although, most (10) believed tha : ¥€en the NHSO and local counseling

program managers was c-ﬁ',f{ 2K %, APHA. This is attributed to the

NHSO’s focu@r
k_ ;

-

Interview F (1 al dﬁvolunteer counseling

4 L]
programs lost fufdling during the transition from NAPHA to thé®UCS. Provincial Public
Health Offices ori iélﬁceived funds from tMinistry of Public Health for further

TRENTHEANT

under“ management of the National Health Security Office, which transfers funds to its

allo tQ |

own local branches. The Nan Provmc‘ | Public Health Offig8is therefore playing a @iu€h

RIRRIUANINE IR Y
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The NHSO is lacking in clear policy on how to accommodate informal volunteer
counseling programs, as the organization prefers to reimburse programs which provide

defined, itemized services in order to adhere to its capitation system. Only the most

major informal volunteer progra ) J care visits by health workers, were

NAPHA to the UCS means that

smaller and less influentialreg f:’" Z&@ elop concrete management

structure and submi ¥sals anefemeimgetuest to the NHSO if they
H-'_‘__; - -
wish to continue 1on. ey Jsals: ' y review time prior to

W N P

4.3.4 Human Resouge D&Velopm ant ¥ »
i ‘ q-‘, “;:"; \'\,
The main distingfions g ._-{«fa;‘ﬂ‘ﬁv ] e deyelopment under NAPHA and

under the Universal Coverages- *—“-:'—:"; @aicd under the benefit and problem

for human re “’z--lznuzl ........ ent are highlight: edinth e “Benefits

sections for NAR live vagiables being studied

5

oUrCe management and

v . 1
AUINENINYINS
QRIAINTUNRINYIAY

5r NAPHA” section,
and include: T=#dma e
e

funding. l” ‘
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Table 4.6: Human Resource Development Gaps between NAPHA and UC

Benefits under Problems under Resolution of Benefits under Problems under
NAPHA NAPHA problem during | UCS UCs

transition from

, NAPHA to UCS

Human resource

training hgMQ@PH The NHSO As of the time
provided: \ S@F organizes training | this study was
General training for Y brométed th 4f and refresher conducted in
physician and nurse B e, ) uSi@Nn.0 courses for 2006, hospital
interviewees working : | HIV/AIPSafd ospital and Nan

under NAPHA (10) al o= ART in he jeemsennel, as Provincial Public
included | he: RIGfessio — 38.AIDS Health Office
introductions to the ceurses and-.. in76 interviewees (16)

program, ART AiNip@etTS séminarsi. ces. reported no
management and ne 0 major problems

practice, and c > h ation for in general human
prevention and - ici S D und personnel resource training
treatment of adverses i | ) TNisisponsSoredkby provided under
effects. Specific 10y theNSEO and the UCS, but
training was provided #@0nfidg i i B Y OPRE lack of computer
to physicians, nursess ilityf i re L, orking training and

pharmacists, and E : experienc . g hospttals, | unfamiliarity with
laboratory technicians | 4 lieritywi 4 nfig s ll%as AIDS the NAP/DMIS
based on their roles . 4 / i ved 1 ‘ 's.and system still

and responsibilities ' ultantstaid in | exists, especially
tive AR among new

| personnel.
Specific training
by the NSHO will

hopefully

Human resource zggrrtefSaTI this
management and F :
Emg:?;esoume ' “|/Invol > A ages human | National and
development was ] )eseurce regional training
hierarchically development programs are
managed by the . ‘ v through conducted
De argtmemyof patient demameS===i=trea decentralized directly through

P Physician =5 branch offices. the NHSO and

Disease Control,
Ministry of Public

Health, Regio
Communicabl
Disease Cont

and heal he NHSO aims not regional or

& = 1 off ¢ ide local agencies.
h/ This may create
| limited experience | d.staff | f _) blind spots in

Centers, and k £ J (sjbsrsgﬁl(;noe
Provincial Publiee .1 oluntears, Public health

interviewees (3)
report that the so

Health Offices. - B itioreth
m promoting|' |\
nursing compreh e far the NHSO
graduates in continuum of has maintained
= Thailand care. quality training.
1 a - B b
er ed ndingyis dgetis
fundifg f a b on og@ted! from
res el B =l haspital the I NH8O
development each | objectives and | to 4 regional
Hospitals d’ much more fu
coordinated almost ™| flexible. Trajnin d

remains lo
fiscal year. activities, and is | NHSO centers for
solely | r :
r vigle e ndi
rganization a e
raiming g A ntiul,&n pe

Provincial Public
Health Offices.

Hospitals
requiring tr M

greater are available for with the NHSO
participation all health are required to
from all public personnel. write a project
and private proposal which
organizations takes time prior
occurs. to approval.
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Under NAPHA, human resource development is focused at local levels, due to

limited funding and difficulty in coordination between Provincial Public Health Offices

to study the provi . jatlon ital. o =Physicians and nurses

interviewed at Nap B ingit Al Pua Hospital, Wiang Sa

nurses working und réteivad Meinilio \8p Brévention and treatment of
opportunistic infeg , grug resistaric Misidelefcets.
v B } } \ \
v -',*4::'- : .
More specific traiffing waS=RroVidec ans, nurses, pharmacists, and
"JJ-. .
laboratory technicians, respectizeli=Physicia o*“- urses were trained on antiretroviral

treatment adherence ;—:"_’;;Lﬁ___.}q .J'.: i, substitute, or stop antiretroviral

medication. @ Wirf)trained in patient

‘Ted that they were

trained on ARV tem drug stocks were
stored and maraged by the Department of Communicable ease Control (CDC),

Ministry of Public H!huahty assessment anulmng seminars for pharmacists and

laborat yu\' ‘ are o m as w/ﬂ ﬂ eanwhile
Iiterémrewew 0 the lan” Provincial Hospital handbook indicates that Taboratory

technicians were trained on HIV/AID‘est management “testlng techniques, a

ammﬁmmm@mmﬁﬂ
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Problems which were reported by 13 interviewees at the 4 sampled hospitals
were that HIV/AIDS and antiretroviral therapy were not part of mainstream health

profession courses, graduate or post-graduate coursework, or training seminars. Only

specialized medical personnel tgpics in depth, while physicians and

nurses participating in N goasic introductory training, thus

v%ills Physicians and nurses

interviewed (10) rep ®nal cgfldeme'iﬁmm to provide antiretroviral
P
therapy, manage rovij fr idg effeck

Interviewees attri

hindering them from fi

pportunistic infections.
icnce prior to NAPHA,
heavy patient worklg® ' Sl i g, ) Physicians, nurses, and
pharmacists (13) re ‘ il rity ! Mthe then-new introduced
' : | for pediatric HIV/AIDS
treatment, including lifitec ime“pediathitia 10 aining on how to provide
antiretroviral ther: ! il fen .'1 y e\ DOrNs, were ¢ «".‘..-l ed by physicians at the

district level (2). Tre . - °d eh dren "u ewBorns are therefore usually

\

sought at provincial-level [ o —— \

According to hospitaliine

not aCCOmp{rzA € i A @ personnel added

to the prograﬁ. v

volunteers contr;mj\ed

espmjally at Nan Provincial
L]
Hospital, where THterviewees (3) are already treating large nurfbers of non- HIV/AIDS

ansion in NAPHA's coverage was

ealth workers and

i

Lk
=

patients, from throug e _province. Smce M the Mlnlstry of Public Health has

train ,000 hu  per §e t a na t 0 rce emands
WHO“)untry Health Proﬁle 2004) Physician and nurse mterwewees (10) reported that

staff fatigue and burnout commonly ‘CUFS under these“k condltlons espeth

centers during their free hours, usually without overtime compensation.
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Under NAPHA, funds were allocated in lump sum amounts from the Department

of Disease Control, Ministry of Public Health, to Regional Communicable Disease Control

Centers, to Provincial Public Health Offices. The Nan Provincial Public Health Office then

training was obtain . Y : ‘ s, ‘afte inception. The NHSO

) .
5

introduced chang air oy, provi [oater \&phMasis on HIV/AIDS and
¥y BN ETTE r \
antiretroviral therapy g@uri ning @ aewly gradual®d health personnel in 76

provinces, including p \ cian pital iplerviewees (10) reported that
y ‘;‘:

physicians, nurses, and heal Ovinces who worked under NAPHA

are provided refresher couSes+d py; these courses include new

treatment mf{ Qs

programs, ar@

Laboratory techgfns
L]
refresher course8*6n laboratory testing techniques, HIV specimef delivery, and reporting

format. Computer s‘”ﬁj NAP/DMIS progra inin provided as part of the UCS

Hospital and Nan Provincial #iblic Health Officedfitgrviewees (16) report&@igho

nterviewee 3) adamantly agree at'they a!ed xpefienCe and Confiden 0

NAPHA, and were able to utilize acquired skills under the UCS. Continuing education for

the majority of interviewees and NHSO sponsored training aided greatly in this area, with
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the National Health Security Office and Ministry of Public Health collaborating with
academic institutes in including seminars and increased coursework content on

HIV/AIDS under graduate and post-graduate programs for medical and nursing

year, according t(? - Sroanizat ch as the Department of
’Féfz— =
Mental Health, th art of Medi : S, AIDS Society, and the

Pediatric Infectio

HIV/AIDS patients is also o-referre een'UBS hospitals. The appointment

of specialized physician 0";;: : hd to regional and national AIDS

committees by the NHSO ajgd ﬂ; € pt consultation for difficult cases,

and coordin{a i » @itals. Public health

gnts and experts on

p“ on _comprehensive ye also aided_in solving_personnel
e ingl

AUBINERTHEING

coun_s“g and HIV prevention work. PHA take part in peer counseling at comprehensive

continuum of care centers and ar‘a part-time heal(iforkforce, resulting ifigfle

hysici nurses in fetrievin , evallating HIV patients” , and provide
)

34

K
peer counseling. Nurse interviewees (6) noted that training is provided to more than

1,000 peer counselors for Comprehensive Continuum of Care Centers and other



97

programs each year. The NHSO'’s emphasis on capacity building in HIV/AIDS knowledge

and antiretroviral therapy for medical students in public universities means that a larger

human resource pool now exists from which to recruit ART program physicians.

With the NHSO’s

0 .
J;
Health Office no receives#ly

o 1 i Ikt o T

to local hospitals for
et directly to its branch
offices in local areg v d ' e o lecal hospitals. Hospital
administrators meet wj S offic E C n .' } __ ing. Hospitals requesting

additional traininggf ‘_ 1 rec ith S NBSO during each fiscal

year must draft proj o ‘ Jget kil ho,%alihough this is a lengthy
process requirin mo ,(e,ff‘r'?. for training are also
dependent on the & | DN ce | -;v"p’t J,é ‘ “h departments. Budget is
eventually allocated fro '_ cent ::?.'3:!5::: 8| NHS 6 branches for these specific

training courses. Despite this <K ; gevincial Public Health interviewees (3)

¥

report that training provide -f"l«‘! the N SC ally adequate to local hospital

demands. @ ;

435 Serwce M ge
The mair tlnctrons between service management un APHA and under the
Universal Covera e€<ﬁe are |nd|cated undMe benefit and problem sections for

bot I|tat| e r service

manamwent are |gh||ghted in th ‘Beneﬂts under NA sectron and include: 1.

Service management and funding. 2. ‘formatlon managegiEgt system.

QW’]Mﬂ‘iﬂJNWYJWﬂ’]&H



Table 4.7: Service Management Gaps between NAPHA and UC
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Benefits under

Problems under

Resolution of

problem during

transition from

'he UCS
create more*
positivié health===
outcothes )

NAPHA NAPHA

N
Service
management
and funding:
NAPHA’s NAP
management was Crim
centralized, with the =
Ministry of Public ' =l
Health in charge of Ew AL IOC

policymaking and
funding.

NAPHA was an
active HIV
eradication
program. It was a
vertical program as,
its sole purpose is
treating HIV/AIDS. It
treats Thai citizens,
foreign nationals,
and migrant
workers.

NAPHA's funding
was derived from
general taxes and
NGO contributi

The MOPH and th
WHO Global F
manages lump suka
budget allocatigRs.#

Information
management
system:

Und PHA, &
sa ospit a
(4) ‘ : ;us '
the necegsa i
infrast re to
operat line

NAP/DMIS systems.
HIV patient records,

ns, @
qn 5
in

Funding was
limited thereforesT1
antiretroyjrz ff:-’*

the

ARV drug
supplies, and
budget
i0,

and famili
ht
NAP/DMIS

systems were
also a problem.

primayily at a%

patient record

ucs

Benefits under
uUCs

Problems under
UucCs

st@rage, and

pitation budge
{Sa

requ

t

Oiicating
‘disease,

jona

ts
equal
ss for
itizens.

.l’\.b
ante

d Antiretroviral

eatment under the
S is financed

cnderé: be genera
atio )

:.\J

o

benefits both health
care providers and
recipi The

AN S ek ly
ma@dermni @S
allewin r
ingtant ou

response to heal
situations.

Nan Provincial
Public Health
interviewees (3)
believe that some
gaps occurred,
mainly in lack of
funding to small
informal volunteer
programs.

Foreign nationals
or migrant
workers are
marginalized.
Also Thai citizens
under the CSMBS
or SSS can not
receive ART
under the UCS.

None reported by
interviewees (16).

esto a
ational
P/DMIS, and
I's ms
in€lu low
internet
connectivity, and
lack of infornjati

bst:
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NAPHA was a vertical program established in 2003 order to provide targeted

scale-up antiretroviral coverage for HIV/AIDS patients at local levels. The program’s fund

manager and policymaker was the

hospitals and were set by thgs I . %& y constraints and patient needs.
Thai citizens under diffelemia ' it*sehe 5‘; eign nationals, or migrant
workers are covere A ar‘fgetrovnel-ﬁeﬁnefits. NAPHA funds are

ommunicable Disease

blic Health. Provider sites were at public

allocated from th

Control Center, t Is. The World Health

MiglBia Public Health Offices
Mant for antiretroviral therapy
P) system, which is a

\Bu1s) in use by Thailand.

d n o[ SIA ;‘1'11" A fO '.\ ‘-‘_I‘
t \ .
ﬂ QUICE O thaintSthe program remained
3 : '\‘ ..!“l .
offline, with patient re rd antire o‘ ald requests h‘u and Budget requests submitted

either on a floppy disk or : el \

Problems which -,A,;*J include disparities in treatment

guidelines a@ —

degisions concerning
o]

'gjrrce development.
Budgets in Iumpﬁf m services that can be

provided. Due t¢ e stand-alone NAP/DMIS system, patient re

forms: 1 budjet rec ﬂs were at risk of mrsg@r loss ’]

e Universal Coverage Scheme was a national health scheme established in

E‘ds, ARV drug request

2002 under the Thaksin admrmstra‘n Full mtegratrorﬂ NAPHA |nto the scliefie

therapy. Under the scheme, hospitals participating under NAPHA, and new public or

private hospitals can become included as antiretroviral treatment contactors following
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submission of applications. The scheme covers more than 70% of the Thai population
and united antiretroviral treatment under a set of national guidelines. Capitation funds for

antiretroviral therapy are allocated from the NHSO to its local branches, and to local

public and private hospitals. Capitatiof | nsures comprehensive treatment for
patients. Under the UCS, ik fo] ‘ of antiretroviral treatment was

conducted through fully.offmeia ity VMI systems, allowing for

rapid patient record - e ’ ation reimbursement. The
g‘F""E—
system is passwo ectege®nstiring jali .

MOPH no Ionger' ives i ;_ D s pite patient counseling or
‘ T L ') F ! \

human resource devg ; snonskIlities \whi o tasked to local NHSO

branches. The scheme ' ‘fore jonalg@r migrant workers who were

registered under NAPHA aft e : does it cover HIV patients under

SSS. Some issues have been

reported Wit@ - r @nections, lack of

personnel trabl Q-ad required to fully

digitalize informaﬁv r
ﬁ e 3ngnineang.. .

d|agno cs and treatment. Antiretroviral treatment contractors now have to adhere to set

RIS ASUANIINYIRY

antiretroviral treatment must fill in NAP forms exactly as they appear on the computer

other health benefit schemes: -

screen, whether for patient records, ARV drug regimen, or the number of services

provided to patients. This is to ensure that treatment is uniform nationwide, in order to
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expedite smooth capitation reimbursement and adherence to the Universal Coverage
Scheme’s policies in all localities. Set guidelines for treatment under the UCS also

minimized ARV drug side effects, opportunistic infections, and drug resistance through

the provision of comprehensive anti

The quality of H‘}E—‘;

should also be mm appﬂed Md Health Organization’s

qualification cr|ter i

research instituteggi ling s l‘" ACY- gfficiency of antiretroviral

curity Office, GPO, and

drugs, as well as thg®devglopghentjof / 1 REshand@osages for pediatrics will
also be beneficial to (s n il Bisory licensing policies for
drugs should be s@Tutinizeemass ' " the) policy will impact the

costs of ARV drugs. # | / ' - \

olild .\ dSRxcess demand which will
likely lead to increased C@Sts fore i apy. Ex@ess demand can occur when
HIV/AIDS patients, who must for the rest of their lives, develop

ARV side effects or drug res s the alteration of drug regimen.

ARV demamﬁh n 1o wil 2o » @IDS patients. Also

patients WhOE JOW be taking their

second regimer;@jert “Which \;11' result in higher costs.
The NHSO shouftake into account the social and medical irﬂ‘mations of longer life-
spans ong tients, includin poMe viral transmission to new hosts.

alth p ﬂ?tw fp}vﬂ %negatlve
extern“|es of ARV therapy.

should be taken to ensure that these patients do not become complacent and engage in

high risk behavior, namely sexual intercourse, which will result in the spread of their
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disease. PHA may also wish to establish families with other PHA; therefore care should
be taken to insure that they do not transmit their own virus to their spouse, as this may

lead to the emergence of a new strain of HIV. Measures such as nationwide support

networks, comprehensive contingu epters, and peer counseling programs

e
established by the NHS i posrtlve domestic lifestyles for

The Univ han 70% of the Thai

population and i pents which stipulated
equal access to h e ‘ 4 citizéns |} \ ) entitled to UCS health
benefits are guaranteggd’ 2% \ el \ e roviral viral therapy under
NAPHA was fog o 4 1ooaks val it AN Admper of provider sites
participating in the p g'rv ¥y alj onal,Ceveradel 5S provides justification to
increase general ‘ m e treatment benefits to
HIV/AIDS patients. (HBweder, thelassermaing o b oups. including foreign
nationals, and migrant .‘ &-no ed tolaftiretroviral treatment benefits
under the UCS if they ere 8 . . aftr October 1, 2005. Policies to

allow vulnerable and margina ,#f, | eign nationals, migrant workers,

intravenous (@ J ibe @ARV drugs should

be Considereu ﬂas free and easily

-
-

accessible condms a ion \'@ marginalized groups
will aid greatly T reducing antiretroviral treatment gap betw‘ UCS members and
marginalized Thai government’ port for mternatlonal and non-
serve “ddress this issue.
| =4 | o/
g
e Ci r‘ nt MediCal Benéfi eme, th

Social Security Scheme, to receive treatment under the Universal Coverage Scheme. On

Lk
=

a

a national level, a single set of guidelines for ARV therapy provision already exists for
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70% of covered populations, thereby facilitating the inflow of patients from different
health benefit schemes. This will allow for greater cross subsidization of funds between

schemes and will allow health care providers under different schemes to better

[\V//AIDS prevention efforts.

coordinate national antiretroviral N’#

The UCS dece g laboratories participating

in HIV/AIDS testing Aces. Qwe sc‘lwnﬁﬂ@e coverage, capitation
B
reimbursement s . an seqguen I I s increased laboratory

test benefits proyi

include HIV testing for

conveys test results & sulf SUPE A terfes %0k information technology

infrastructure and®persghnelfc uter sk en slew Network performance in
| i ¥ \

outlying provinces, @ mbng personnel have been

reported.

In the areas of patier ".fu 7 pphasis on the online NAP/DMIS

system ens{& hat confidentiality of p ' @d. The scheme’s

advocacy of k) v a}r HIV/AIDS patient

involvement in ;ﬁr co ounéﬂgg services and new
i L]

policy resulted " the establishment of a nationwide HIV/ADS support network..

Howeveg, the roles !P&Cial Public Health Oﬁuwere

AUNTRENTN

Ofﬁce‘lanches Greater responsibilities in patient counseling management should be

reatly diminished in the area

latign alth} Security

reinstated to the Provincial Public He‘th Offices in ordenallow them to alleviaf@f

efficiency. Continuous budget should be allocated to HIV/AIDS public networks in order
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to ensure that HIV support groups aid HIV patients in maintaining uninterrupted

treatment adherence even when patients are not present in a formal health care setting.

ige are ample. The participation of

academic, public health,.amek M oth the public and private

sector also aided inina Ne S ol and refrech
g‘F""E—
knowledge of exi per W Gradliate s
professions have ' rsé E\\ iketroviral therapy. Again,
al a

Dffig greaily diffligished in this area, as

het.

ing and enhancing the

funding was divert to SO boran

development shodltl begfeingtated tosRrovipeial Publie Hee ces in order to allow

them to alleviate the gorkigadof focaldNatiehal ¥iee ity Offices, which will allow

. UCS health contractors for

; iy :c
the regulatory b to j@cusyFon t i{‘"ﬁ?ﬂf
improved overall effici@hcy. \ ‘ e

¥ ! § 1 ‘:J
;:{{“r- ’ ;
Officials should also fake=ifto-acco Bfovements to the quality of life for

health care staff in the fielcvhiel

better handl@ o r@ting burnouts and

malpractice. ts

orale and will allow personnel to

Isicians and nurses

(Cx

w il
in the UCS antireH vira : gratiﬂof personnel. Hiring of
L]

information techflogy personnel to manage the NAP/DMIS, a

VMI systems will also

# health personnel stress, aiding in
eWIl o'ntiluﬁ. i
Lastly, the integration of NABHA into the UCS 4B8y'ted in greater contf@idof
n
udin

ﬁurc sﬁﬂgf} az agt!vﬁ lj ‘ raIizIA alhw r thI
ealth Seclrity Office has takeh St€ps to defnize™ health Cart ﬁems, in

service provision, and health information systems. Greater emphasis is placed on

serve tg ensure sr‘rﬁc“perations by allevia

com r skill el keepiflg himf@rmatidn s

national and regional disease prevention; however care should be taken to ensure that
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health situations in local areas are not overlooked by regulatory organizations. Hospital
personnel interviewed during this study have reported that the NHSO is taking on a

corporate structure with a focus on fund management rather than policymaking. In order

Scheme, it may be necessg

Public Health Offices gr

AUINENINYINS
RIANNTUARIINYINY



CHAPTER V

CONCLUSIONS AND RECOMMENDATIONS

5.1 Conclusions

Since 2003, the T
Antiretroviral Progra , @ vertical program which
seeks to expand Thailand, through the

provision of ARV dr ; : 2l ali Cstudies suggested that the
|

government integrate ‘_' 3l Co gheme’s (UCS) antiretroviral
therapy benefit pag _ o ' ced \ n' g national health benefit
scheme which is finangld biff geherdisax S e Sche Ao general health benefits
to over 70% of the Thai pog IatiQ

i ol

i W e il

This study, the Impac f;}? e National Access to Antiretroviral
. e

Program for ﬁ le HIV/AI ovéffe Scheme in Nan
. i A ——— —t " L
Province, Tha% j\smonal period in 5

key areas, including a nt counseling, human

d { , e
resource develo nt, and service management. Interviews ane-€uestionnaire collection

was conducted Wlth‘pn health personnel Und hospital personnel (13) in Nan

-HUBIRINTNEART

Flndlngs for the HIV sﬂuahon‘n Nan province s“ested that the num

TRI/NNTUAUT2 NHIRY

youths and students, however, and suggested that close disease surveillance,
contraceptive campaigns, and social support be rendered in order to prevent HIV infection

in this demographic group. The 4 hospitals surveyed in Nan province as part of this study:
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Nan Provincial Hospital, Somde] Phrayuparaj Pua Hospital, Chiang Klang Hospital, and
Wiang Sa Hospital are distinctive from health care providers in other provinces in three key
areas, including antiretroviral therapy, patient counseling, and human resource

development.

Due to the emphasi®

Vendor Managed Inven ory. information etrowral therapy, information

V|ta| to the development of

and communicatiow SEANCIG %
— e
effective antiretroviral treat T \ ;. The hilly, .ru

ed, and remote terrain of

Nan province ha : i ' e ctic Bggish data entry, delays

in reimbursements, ' irafregime esandigeleys in laboratory supply

. .‘ ‘ i i 4 " |'1 .I'-._ X ) ) )
areas that receive vices and | \theiMlinique disease prevention

campaigns. So far ap ~o""~.,‘_ oup have been low. The lack

of tertiary education petitutés | ._‘ Rro ". : diheans hat 188al residents must travel to

larger provinces for hig tion- This I o “Ogdin drain” and lack of qualified
health professionals working in the-provinces as resulted in heavy workloads for

existing personnel who musteeo:

from NAPHA t@

aork during the transition period

Under themﬁ areas HA into the UCS, the

researchers has foun that the transition of antiretroviral treatment from NAPHA into the

] ﬁimj ﬁmm Wﬂﬁhﬁ -

transfe from NAPHA into the UCS with an emphasis on expanding ART access to HIV

increasin antlretrowral an!laboratory serwcAneﬂt estabhshmg ent

development on a national and regional basis, and modernlzmg service management.

Antiretroviral therapy coverage was expanded during the integration of NAPHA into

the UCS. The UCS covers more than 70% of the Thai population and as such HIV patients
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who are of Thai nationality and possess 13 digit citizen identification cards can register for
treatment benefits. In the event that HIV/AIDS patients are not registered under any health
benefit schemes, are not of Thai nationality and do not possess valid identification cards,
the Universal Coverage Scheme will only admit patients who are registered under the
20 )5 also does not provide additional health

-‘:: . J g€fit Scheme or the Social Security

Ith benefits.

Nonetheless, i e UCS, with antiretroviral

drug treatment, eatment for ARV side

effects provided. iCes =gk 3 &y, WIlgRRasic laboratory  tests,

ecurl y :; ,o‘-_‘:;_'» S@ introd -ol 4 reformed information and
communication technolo — ;..'-f gemel information system (DMIS), to
aid in disease management. The DMIS for anf dviral treatment is known as the National
AIDS Program (NAP). A 2ok angged. T m.was also introduced to simplify

order of drug lat ; t@were hooked up to

fully online net\k; ENJ the National Health
Security Office. OIHF aclés r rovince' F ring the transition from
NAPHA to the UCS ar lack of infrastructure development and training for data entry into
the in ation systems s training
were ﬁ urﬂ %gﬂ W \gﬁ ﬁa$ drug and

laborat supply chain management and logistics, but not to a severe degree. So far there

In terms of patient counseling, the UCS emphasized peer counseling of H
patients by HIV patients, as well as the establishment of comprehensive continuum of care
centers, and a nationwide HIV/AIDS support network comprised of over 1,000 small groups.

The addition of HIV peer counselors and volunteer workers to local hospital workforce
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resulted in alleviation of workload among regular antiretroviral program staff, including
physicians and nurses. Peer counseling also reduced HIV patients’ feeling of stigmatization
and encouraged them to attend counseling sessions and treatment adherence programs.
The Universal Coverage Scheme seeks to shift the role of HIV/AIDS patients from that of
‘ rJ .i' # slpift of the role of policymaker and fund

' Z/ﬁlahonal Health Security Office has

fices Ios"e__m sum funding for counseling

service receivers to joint service |
manager from that of the Min'

resulted in Provincial Publi

programs. Instead the ough some gaps do exists as

small, informal programs Epri ( Most major counseling programs

, ) 3 f i ."n'1 L ..l- " ) ) ) )
Office coordinated cl lic he dicaliyan@¥academic organizations in

L'
\

the public and vide " trai II'\" seminars and courses to

physicians, nurses, ? ' chnicié galth workers, and AIDS

d |@nager from that of the Ministry
of Public Health to the National Health—Secu Office has resulted in Provincial Public
Health Offices losing thej ' ining purposes. Training requests
are usually Coha mpromy otu manner un @ MOPH delegating
training prograk 2 Pﬁ}ublic Health Offices
for this purpose. ﬁ def the S man: capitation funds, and
coordinate with Idvcval hospitals directly in order to derive training programs. The central
NHSOals0 4royi —‘I | draipi iNarS . (S fiscal v Hospitals
requiﬂrﬁ gce otﬂegﬂy wgmrﬂﬁn training

budget%posal in order to hold local training sessions.

RGN IUNNIAINGIA!

al Government should consider excess demand
to increased costs for antiretroviral therapy. Excess demand can occur when PHAs, who
must remain on ARV therapy for the rest of their lives, develop ARV side effects or drug

resistance which necessitates the alteration of drug regimen. Also patients who are
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undergoing their first regimen under NAPHA will now be taking their second regimen under
the Universal Coverage Scheme, which will result in higher costs. The government should
consider the social implications of ARV therapy. While therapy will reduce the mortality and

morbidity rate among HIV/AIDS patients, care should be taken to ensure that these patients

and to prevent possiblegigak-tre iss| ‘___ﬁﬁventive social health policies

should be establishei ZF'Q—@LGEEE i Al RV therapy. The Ministry of
Public Health should take cfospond ifi ‘“"-""a.x instead of the National

Health Security Ofii . Fle | | "w als@sshould be given greater

responsibilities too.

5.3 Further Stud

The efficiencyfbr ARV afog B/ A1 DS\ Befighis illge on limited health care

financing resources in Jhail ,.!g,;.-, .‘."# should consider the following

factors: ”
1) Health behaviog@mog ',.u .'r | ow _ ) treatment in ARV drug
programs. ;
2) The pattern and burde=ef=giseas the. long run among HIV/AIDS patients
following treatment.ihsantireiroviraly
3)

’ af? under the Universal

L)

-
5.4 Limitations omje
Il

Due to the I ited time frame available to conduct interviews and collect

::zzﬁmlﬁ omzm%’m Wsﬂfiniffiii

Provmc Hospital, Somdej Phrayuparaj Pua Hospital, Wlang Sa Hospital, and Chlang

QIR

the bulk of patient treatment slots. Additional details on the transition from NAPHA to UC

may exist, but these fall into the realm of future studies. The context and situation of this
study differs from central region provinces where HIV prevalence rates are also quite high,

therefore presenting a point of comparison for future studies.
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APPENDIX A: Interview Form for Hospital Background

Facility Background:
Size of Hospital
Number of Doctors
Director
Address
Tel

ARV Background:
Provided by MO
Number of health wo
Doctor

Counselor ‘
HIV Clinic: M TW Th F Ot '
Home visitt MTW Th F §
Number of HIV/AIDS patie
Number of ARV users

HIV Test CD4 Viraload M) & )
L= f‘_/’-v ™

‘-m an

Provided Treatrtre[tt
. A

IEC on Preventien
-

Provision of Condoms| |I ‘

Treatment of ST .

Treatmentof 166 g, | & '~ o~
RUBINENINGING
¢

JIINeNa
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APPENDIX B: Interview Form for Hospital Administrators/Policy-Makers

1. What antiretroviral therapy ga

3. What service process Gl )l ¢ Jration _ ire therapy into the UC scheme?

4. Is there a nationa®IDS g ree ] r { y in linewith this national

policy?

5. What are the selection®procu ntiretroviral medication? Are these in

line with national regulatory p!
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APPENDIX C: Interview Form for Health Workers (physicians, nurses,
pharmacists, health volunteers, etc.)

1. What is your role in the ARV program and how long were you involved?

2. Do you have any conta it D i ‘ iy bers ? How is contact
maintained ? d in your view ? If yes, how ?
3. Has availability of /IAISA in this community?

How ?

6. Are you involve igfons€ongething dntiretiovidl Prégreky ordanization?

If yes, what kind of invalifeme 2 /e fitlen & I decision - making?

7. Does your clinic aim Scale fip treatma Yo Ove 2 ! h
| Waes: \
8. What are the levels of non b dherefiCeta-ARV fe 5 in your@enter?
_ ! A g@
How do you monitor adherence? fff=asa®. -

Reasons for non — adherence? i f;u

9. Does the heriﬁacili n
if yes, how is t tem-organized-7?————————— J.)

at do you think are the main

10. Are there ars '.

Can your health oelr-a Coe wi C How will t: ffect quality of care?
Treatment:
11. Do you use written ‘aﬂt guidelines? Hovuh (permonth) 2 Do you always
: l in ‘
o] e flomith

12. Spe cally, what medical criteria and c ditions are used to decide which patients should initiate

VEGA GRS

14. Have there been shortages in ARV drug supplies in the past few months?

15. How much do patients have to pay for third line regimens?

16. How are ARV drugs distributed to hospital?
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APPENDIX D: Name of Interviewees From Nan Province

Name Position

=
(T2 - WINANA)

Work place

(annunLfriFanm)

U RANUTY  TRaaT

Ms. Chalermkwan Katkajon

weduFTe  tudenml

Mr. Kantichon Pinchaipat

An1inauasnInigdandntnu

Nan Provincial Public Health Office

gaiinauanansugadamdniiu

rovincial Public Health Office

UN.ANTE TRAGN

MD Apichart Rothsom

UWAUAN RGBS

MD Anupob Chitm

UNFAUA 29300503

Mrs. Sujinda Wannay

UNAYIUN  IATTYAT

Mrs. Unwana Charoensi

WgaNNa AU N

Mr. Sompol Sirirattanapluei@

INan Provincial Public Health Office

TUANETUGTIINT AU

BN a1in1

ial Hospital

B0 1LINATINY

ncial Hospital

g1 ALY

vincial Hospital

WAL

Provincial Hospital

W3Rl Wnen

Mr. Rawiruth Puttha

I?QWFJ’]UW@&QJL@‘QW?VEIWTWTﬁQ

omdej Phrayuparaj Pua Hospital

UNF0gmR grous

MD Theerawut Suthana

wNgIT  STuAgA
Mrs. Suwicha Mankeet
UNBITE  WNEATITIM

i |
Mrs. Orathai Pipithath%r haisin

Tanenunaanifanszyweaila

omdej Phrayuparaj Pua Hospital
P,

; w'ﬂwammwﬁq
==

ayjuparaj Pua Hospital

F;Nﬂﬂ’N

WELNAITNTN 7

Registered Nurse, Level u

WIAUALY Laadin g

Mrs. Chinthana Sangchar‘n

NELNARTNTEN 7

u’W\iLWﬂ ﬂqi‘Lﬂ’ﬂuLLﬂQ

Mrs. Pechara Sarntheurnkaew

Registere(‘urse, Level 7

Tanentnadeenans

Chiang Klang Hospital

WA AT

Mrs. Wanida Sornchai Pharmacist, Level 7

{29NENUNARENEN

Wiang Sa Hospital
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